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D. G. MCKERRACHER, M.D. 


Psychiatric care in transition 


Mental illness today poses two threats: the 
illness itself and the place of treatment. 
Most people fear the mental hospital more 
than the mental illness. One must agree 
that much criticism of psychiatric treatment 
is justified, even if ill-informed. So we must 
seek better methods of looking after the 
mentally sick. Even when the standard is 
good, experiment and change are necessary; 
but when it is as obviously bad as today’s 
care of the mentally ill, the need for a new 
approach becomes urgent. 

In this paper, I shall describe the new 
program of psychiatric care proposed by the 
Psychiatric Services Branch which now op- 
erates Saskatchewan’s mental hospitals. The 
rationale behind this plan is that since men- 
tal illness is a sickness, the mentally ill 
would profit by community care, as do other 
sick and that we should stop segregating 
the mentally ill like criminals in isolated 
institutions. This means high standard 
community hospital services with more well- 
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trained personnel helping the patient to 
adjust at home. 

So using Saskatchewan as a fairly typical 
example, I shall review some of the defects 
in state psychiatric care and discuss other 
efforts to correct these shortcomings. I 
shall also outline the Saskatchewan Plan, 
tell how it developed, show how it might 
improve psychiatric care if given a chance 
and discuss some of the obstacles which 
have to be overcome. Such, of course, will 
lead the discussion to many of the problems 
of psychiatric care today. 

Mental hospitals in Saskatchewan have 
the same problem as hospitals elsewhere— 
the same overcrowding, the same shortage 
of funds, the same fear of mental illness 
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and the same suspicions of psychiatry. 
Saskatchewan’s efforts to find better ways to 
treat the mentally sick stimulates the inter- 
est of many psychiatrists elsewhere—often 
in disagreement. Before describing the 
plan, several points should be clear: 

1. The original blueprint arose from a 
pooling of many ideas—some from Sas- 
katchewan, some not. 

2. At present, the plan is under the su- 
pervision of Dr. F. S. Lawson, director of 
psychiatric services in the province; he has 
done more to develop this program than 
any other and will direct its operation when 
the government decides to proceed. 

3. The role of the professor of psychiatry 
at the University is to train staff for the new 
developments, to act as a gadfly in raising 
pertinent questions and to help interpret 
the goals to others. 


SASKATCHEWAN'S 

PSYCHIATRIC PICTURE 

Like other states and provinces, Saskatche- 
wan provides inadequate care for its men- 
tally ill. This is especially true for the con- 
fused old, the depressed middle-aged and 
the schizophrenic. Mental defectives fare 
better, thanks to the modern 1,100-bed 
training school and to active parent groups. 
The neurotics, as elsewhere, flock to the 
province’s 500 general practitioners. The 
psychopaths, with their ill-defined psychi- 
airic pathology, for the most part are the 
responsibility of the corrections branch of 
the provincial Department of Social 
Welfare. 

But the lot of the psychotics is hard. 
When sick enough to upset the home, the 
psychotic is certified by the family doctor to 
one of two 1,600-bed mental hospitals. To 
reach the provincial mental hospital, he 
must travel distances up to 350 miles; there 
he is cared for in a poorly constructed, 
overcrowded building by a staff which, 
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while well-trained, is about one-fourth as 
large as that in general hospitals. Funds 
available for all expenses, living, treatment, 
etc., are only slightly over four dollars per 
day per patient. 

Besides separating the patient from his 
family, the great distance excludes the fam- 
ily doctor from sharing in the program. 
The stigma of the mental hospital bears 
heavily on the institution, the patient and 
his family. Finally the patient returns 
home, as if from another world, with little 
contact between those who have treated 
him in the hospital, on the one hand, and 
his family and family physician on the 
other. 

True, three of the province’s general 
hospitals have psychiatric units with a com- 
bined total of 90 beds. Hialf-filled with 
neurotics, those with psychosomatic disor- 
ders and others who will never go to mental 
hospitals, they provide only about 45 beds 
for psychotics, a small number compared 
with the 3,500 psychotics in the provincial 
mental institutions. The psychiatric units 
are almost as far as the mental hospitals 
from the patient’s home, sometimes 250 
miles. They, too, have little contact with 
the community and the community’s doc- 
tors. Having so few beds, these units send 
long-stay patients on to the mental hospi- 
tals. This adds to the provincial hospi- 
tal’s reputation for housing less hopeful 
cases. Trained staff resent this and hesi- 
tate to work in the large institutions. 


WHY IS CARE SO POOR EVERYWHERE? 


Why does Saskatchewan, like other prov- 
inces and states, provide poor care for the 
mentally sick? Because the public does not 
demand good psychiatric care. People still 
have their medieval superstitions, fears and 
ignorance of mental illness. So they banish 
from their minds the threat of such sickness 





to themselves and families and banish the 
mentally ill to distant squalid concentra- 
tion places. Only when their own are 
involved do they scream for something 
better. 

We—the psychiatrists, nurses, psycholo- 
gists, social workers and others interested in 
the mentally sick—must share the blame. 
We have not clearly presented mental ill- 
ness to the public as its problem, nor have 
we pointed out that it is a sickness, entitled 
to the same standard of care as physical ill- 
ness. We have allowed state hospitals to 
continue as they were when first planned 
100 years ago. In fact, mental hospitals 
have deteriorated badly since the day of 
Kirkbride. 

We have failed to wipe out two hurtful 
myths which still exist in the public’s mind 
—that mental illness is incurable, and that 
most mentally ill are dangerous. These 
relics of the past frighten away much public 
support. As psychiatrists, some of us give 
up too easily. We struggle to escape from 
the state hospital problem by deserting to 
pleasant, less frustrating jobs in universities 
or private practice. But until we do some- 
thing about the patients in the state hos- 
pitals, we will have no decent program 
of psychiatric care. 

Can the problem of treating the psy- 
chotics be solved by units in general hos- 
pitals and by the private practice of psy- 
chiatry? Some think it can, but having 
spent much of my professional life working 
in small units in general hospitals and in 
touch with psychiatrists in private practice, 
my experience convinces me that neither 
can provide the solution. The reasons for 
the failure of the psychiatric units have 
been described above: they are not big 
enough, and their community contact is no 
better than that of the state hospitals. I 
operate a 40-bed psychiatric ward in the 
University Hospital at Saskatoon. What- 
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ever else its merits may be, it contributes 
little, directly, to the care of the 3,500 men- 
tally ill in Saskatchewan. On the contrary, 
this nickel-plated, $22.00 per day service, 
by presenting such a contrast, increases the 
difficulties of the provincial hospital. 

Private practice in psychiatry contributes 
even less to the total picture. The three 
or four private Saskatchewan psychiatrists 
are almost worked to death. They help 
only those fortunate enough to obtain their 
services. Even 20 or 30 additional private 
psychiatrists would not solve the problem 
of psychiatric care in the province, and 20 
or 30 more private psychiatrists would prob- 
ably starve. Lacking communication with 
the grass roots, neither the units as now 
set up nor private psychiatrists can meet 
the problem of mental illness at its heart— 
right in the community. 


THE SASKATCHEWAN PROPOSAL 


Now let us briefly describe the essential 
points of the Saskatchewan Plan. It pro- 
vides for comprehensive psychiatric care 
organized on a regional basis. Saskatchewan 
has 13 health regions, each with about 
70,000 people living in an average area of 
12,000 square miles. As proposed, the ill 
patient would go first to his family doctor 
who could, if necessary, seek consultative 
help from the regional mental health clinic 
operated by the province. If he needed 
hospital care, the patient would be admitted 
to a psychiatric unit connected to a general 
hospital in his local region. This psychi- 
atric section would contain from 150 to 300 
beds. 

Whether it was part of the general hos- 
pital building or located up to half a mile 
away would depend on the availability of 
a suitable site. The doctor would admit 
the patient only when he could not give 
adequate care in the community. He would 
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admit him for further investigation, to form 
a treatment plan and for such treatment of 
acute illness best given in hospitals. Early 
return to the community would always be 
the goal. The family doctor and the family 
would be kept in the picture throughout the 
patient’s stay. If it were feasible, the family 
doctor himself would carry out the hospital 
investigation and treatment in collabora- 
tion with the hospital psychiatrists. Where 
distance prevented daily visits by the family 
physician, the provincially employed psy- 
chiatrist would treat the patient until he 
was discharged home. 

The key to the Saskatchewan Plan is com- 
munity service, especially follow-up—treat- 
ing the patient in the community rather 
than in the state hospital. The resources 
of both the hospital and the mental health 
clinic would be made available through a 
home care program. Social workers, visit- 
ing psychiatric nurses, practical nurses and 
sometimes housekeepers would be at the 
joint call of the follow-up psychiatrist and 
family physician. As the patient improved, 
responsibility for his care would gradually 
be shifted to the family doctor. 

Even with help from the hospital, fam- 
ilies sometimes cannot keep convalescent 
psychotics in the home. Then other re- 
sources must be available. These include 
boarding homes, supervised hostels and, 
especially for the old, nursing homes. All 
should be in close contact with the regional 
psychiatric service. The state hospital has 
no place in this picture. If readmission is 
necessary, it should be to the 200-bed unit 
in the general hospital. We hope the large 
provincial mental hospital will eventually 
disappear. 


BACKGROUND TO THE PLAN 


To better understand the history of the 
plan and the problems still to be solved, let 
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us look more closely at the province. Sas- 
katchewan is north of Montana, lying be- 
tween Alberta and Manitoba. It stretches 
600 miles north from the American border 
and is 400 miles from East to West. Texas- 
size, it is half as big as Alaska and almost 
as far north. Half the area is covered by 
rocks, lakes and forests. Most of its 900,000 
people live in the southern wheat-growing 
half; two-thirds of the income is from 
wheat, the rest from minerals, mostly oil. 
It has two large cities: Regina, the capital, 
with 100,000 population in the southeast 
corner of the inhabited area, and Saskatoon, 
the university city of 80,000 in the north 
central part. Half of its people are Anglo- 
Saxon in origin and the rest mostly of cen- 
tral European stock. The CCF Govern- 
ment, which operates the mental hospitals, 
has been in office for 14 years; it is socialist 
and, like former administrations in Wis- 
consin and Minnesota, is generally based 
on the philosophy of farm co-operatives. 

The two mental hospitals at North Battle- 
ford and Weyburn are located 300 miles 
apart in the west central and southeast 
areas, respectively. Each has between 1,600 
and 1,800 patients. North Battleford, near 
the Alberta border, was opened in 1913, 
eight years after the province was formed. 
Weyburn was opened in 1920. The three 
psychiatric units mentioned above, each 
with full time outpatient clinics, are at 
Regina, Saskatoon and Moose Jaw. There 
are several part time traveling clinics. 

Despite having Canada’s most active men- 
tal health association, much public resist- 
ance to psychiatry remains in Saskatchewan. 
Aversion to mental hospital admission 
seems to be increasing, caused in part by 
that two-edged sword, mental health 
education. 

My own first contact with Saskatchewan 
mental hospitals helps me understand the 
public’s antipathy. When I came to the 





province in 1946 as commissioner of mental 
services, Weyburn had 2,600 patients living 
in one building, an overcrowding of more 
than 100 per cent. Nine hundred of its 
population were mental defectives, most 
of whom lived in a urine-drenched, cement- 
floored basement below ground level. The 
day of my arrival, I visited a room in this 
basement. Within its 25- by 10-foot space, 
there were at least 30 naked, psychotic and 
defective women. The late Dr. Samuel 
Hamilton of the U. S. Public Health Serv- 
ice, who visited a week or two later, claimed 
that only once before had he seen such 
deplorable conditions. 

North Battleford was much better, thanks 
to the previous commissioner, Dr. J. J. 
MacNeill. He had been its superintendent 
for many years. North Battleford’s chief 
blackmark was a 200-bed building, origi- 
nally constructed as a machine shop, which 
housed bed-ridden, incontinent old men. 


Fortunately, within the next few years the 
province secured Dr. F. S. Lawson and Dr. 
Humphry Osmond as superintendents for 


these two institutions. They have long 
since cleared up much of the original 
squalor. Yet the imprint remains in the 
public mind. Ironically, efforts to enlist 
public support for better conditions have 
increased public dissatisfaction with these 
now improving mental hospitals. 

The mental defectives were moved in 
1954 to an 1,100-bed institution at Moose 
Jaw. The big problem still to be faced 
was how to provide a good program of care 
and treatment for the psychotics. The 
original program called for a 1,500-bed hos- 
pital at the University of Saskatchewan in 
Saskatoon. This was still in the cards in 
1950 when a survey of the province’s health 
resources was made. There were at that 
time, also, two alternative plans: the first, to 
isolate the 1,000 old people by building 
large geriatric treatment centres in Regina 
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and Saskatoon. This idea was soon dis- 
carded. The second was to provide more 
30-bed psychiatric units dotted about the 
province at the regional level. The small 
unit plan was turned down because of the 
defects in small wards mentioned above, 
but from this developed the idea of build- 
ing regional units large enough to house 
locally all of the region’s psychotic patients. 
Since each region had an average of 300 
patients in the large provincial mental hos- 
pitals, 300 beds was first considered the 
probable size for the units; they became 
known as “the 300-bed hospitals.” The 
first skeleton plan called for 13 units to 
take care of the almost 4,000 patients. At 
first the importance of tying these closely to 
general hospitals and of developing re- 
gional follow-up services was not fully rec- 
ognized but became evident as planning 
proceeded. 

During 1953 and 1954, this idea was dis- 
cussed at the level of Psychiatric Services 
Branch administration but no firm plans 
were made. The developing plan received 
much encouragement from Technical Re- 
port No. 73, published by the World 
Health Organization, WHO, which sug- 
gested small hospitals at the community 
level. It was discussed in 1954 with Dr. 
Ralph Chambers of the A. P. A. Central 
Inspection Board and with Dr. Paul Bay 
of the Topeka State Hospital. Both ex- 
pressed approval, in principle, and made 
helpful suggestions. 

When in January, 1955, I left the Pro- 
vincial Mental Hospital Service to become 
professor of psychiatry at the University of 
Saskatchewan, Dr. F. S. Lawson, formerly 
superintendent at the Saskatchewan Hos- 
pital at North Battleford, became director 
of psychiatric services. He then proceeded 
to draw up detailed plans for the regional 
units. He has since further developed this 
program and led the efforts to convince the 


7 





appropriate government departments of the 
value of the scheme. 

The proposal for small community psy- 
chiatric hospitals was supported by the 
Canadian Mental Health Association, a na- 
tional citizens’ mental health group centred 
in Toronto but having provincial divisions. 
Its committee on psychiatric services under 
Dr. James Tyhurst, now professor of psy- 
chiatry at the University of British Colum- 
bia, studied the Saskatchewan Plan in 1955. 
This committee, with Dr. Lawson as one of 
the members, has since worked out many of 
the community implications of such a pro- 
gram. 

In October, 1956, Dr. Lawson presented 
the plan to the A.P.A. Mental Health In- 
stitute in Denver. A report of this appeared 
in the March, 1957, issue of Mental Hos- 
pitals. Also, late in 1956, this program, as 
outlined by the Canadian Mental Health 
Association, was considered by the Advisory 
Committee on Mental Health to the Min- 
ister of National Health in Ottawa. This 
group includes all the provincial mental 
health commissioners and several professors 
of psychiatry. At first it gave the Plan a 
mixed reception, but at the most recent 
meeting of this body in January, 1959, there 
was a general agreement on the advantages 
of regional psychiatric services. Several 
other provinces are experimenting with 
variations of regional care; some, like Nova 
Scotia, have had decentralized services for 
many years. During February, 1959, the 
Ontario Department of Health announced 
a plan to set up 300-bed hospitals as part of 
a new regional program of psychiatric care. 

As it now stands, the Saskatchewan Plan 
makes provision for 150- to 300-bed units 
in the health regions of Swift Current, York- 
ton and Prince Albert, along with similar- 
sized units in the metropolitan areas of 
Regina and Saskatoon. Depending on what 
was learned from these, further units could 
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be built at Melfort, Wadena and Moosomin. 
Since existing buildings at Weyburn and 
North Battleford cannot be discarded, it is 
recommended that these be remodeled and 
set up as regional hospitals, each to serve 
four adjacent health regions. 

Several crucial questions arise from such 
a scheme. The final answers to many of 
these must await a pilot project. However, 
here are some of the more thorny problems 
and our thoughts about them. 


STAFF 


The most frequent question is whether staff 
would go to such small centres as Swift Cur- 
rent (population 6,000), Yorkton and other 
places of similar size. Four or five psychi- 
atrists would be needed at each, plus psy- 
chiatric nurses, social workers and psychol- 
ogists. We think the answer is “yes.” Staff 
have always been available when the pro- 
gram was challenging enough and the pay 
adequate. Saskatchewan now has a well- 
developed and highly successful program 
for training psychiatric nurses. Under the 
proposed scheme, the provincial Psychiatric 
Services Branch would hire the medical, 
social work and psychological staff. These 
would have Civil Service status, being sec- 
onded to local hospitals under contract 
arrangement. 


GENERAL PRACTITIONERS 


Since, by the plan, much of the care of the 
psychotic will be in the community, the 
family doctor’s role becomes more impor- 
tant. Will he relish this responsibility? 
Will it be sufficiently attractive financially? 
These are key questions. In anticipation 
of the day when the family doctor “does” 
more psychiatry, we are now teaching medi- 
cal students in Saskatoon how to look after 
most psychiatric illnesses, emphasizing the 
need for collaboration with psychiatrists. 





As an experiment we have had, since 1951, 
a practitioner attached to the Department 
of Psychiatry in the University Hospital, 
treating his own psychiatric patients and 
teaching medical students. This has worked 
well, not only for the practitioner and the 
patients but also for the unit. A close liai- 
son with the College of General Practice of 
Canada has been established to keep that 
group informed and to develop graduate 
training programs for general practitioners 


in psychiatry. 


COST 


Obviously the cost of giving general hos- 
pital standard care to mental hospital pa- 
tients will be high. Sixteen dollars per day 
care will replace the four dollar variety. 
Since the plan will start gradually and since 
we hope its expense will be shared by pro- 
vincial and federal governments, we believe 
the final financial burden will eventually 
be no greater for anyone. The results in the 
better standard of care for the mentally sick 
should make any cost increase worth-while. 
The number of beds ultimately needed 
should be less than now. Total capital 
costs under the plan will be shared between 
the provincial and federal governments. No 
accurate capital estimate is now possible, 
but it could be $12,000,000. Operating 
costs might be more than double. 


AGED AND CHRONIC 


Can psychotic old people be returned to the 
community rather than, as now, sent to the 
mental hospital to die? Will the proposed 
small units choke up with seniles and aged 
arteriosclerotics? These are frequent que- 
ries. Like Cozin of Oxford, we have tried 
out home care for the aged, aimed at en- 
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abling the old psychotic to go back to the 
community. More boarding homes and 
suitable nursing homes will be needed, plus 
a better integration of community effort. 
We believe that this plan could provide a 
better approach to the present senile 
problem. 

What are the prospects for chronic pa- 
tients now in provincial hospitals? Where 
will they go in the new progiam and what 
will become of others sti!l to be admitted? 
We think that many of the chronic long- 
stay mental hospital patients result from 
our present custodial system and that a 
return to the community with good re- 
habilitation will make unnecessary new ac- 
cumulation of long-stay hospital patients. 


SUMMARY 


This paper presents the efforts of one area— 
the Province of Saskatchewan—to meet the 
problem of planning better psychiatric care. 
The specific difficulties are huge, isolated, 
overcrowded, stigma-ridden mental hospi- 
tals with a large number of long-stay pa- 
tients. The Saskatchewan Plan would re- 
place all mental hospitals by 150- to 300-bed 
regional psychiatric units attached to gen- 
eral hospital. It would integrate there with 
the regional psychiatric, public health, hos- 
pital and general practitioner services. The 
focus is on rehabilitation and integrated 
community care. 

The plan is ready for trial as soon as the 
necessary funds become available. Only 
experience can provide the answers to the 
questions of adequacy, cost, public accept- 
ance and the effect on long-term patient 
problems. We expect to have some of 
these answers soon. 











LEIF J. BRAATEN, Pu.D. 


The main themes of “existentialism” 
the viewpoint of a 


psychotherapist 


from 


The philosophical movement loosely desig- 
nated as “existentialism” has recently been 
received with renewed interest by serious 
thinkers in psychology, psychiatry, and the- 
ology. Schaffner (12) describes this trend 
as follows: 
“,.. the existentialists performed a valuable serv- 
ice in starting to free contemporary thinkers from 
the shackles of philosophic, ethical, and religious 
systems that were keeping scientists and laymen 
alike from seeing man more clearly and more 
realistically.” 


Another sign of such an interest is that 
the American Psychological Association in- 
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corporated a symposium entitled “Existen- . 
tial Psychology and Psychotherapy” into 
its 1959 annual conference. 

The writer has read a great number of 
published books and articles on this sub- 
ject. The interested reader is referred to 
some of the more significant contributions 
(1, 2, 3, 4, 6, 7, 10, 11, 13). Nowhere, how- 
ever, was there available a systematic survey 
of the main themes of “existentialism.” The 
present paper is an attempt to provide such 
a survey and relate the themes to the clini- 
cal experience of a psychotherapist. 

Several attempts were made to abstract 
these main themes. The list which is pre- 
sented here is the last one, and it is open 
for further revision. Eacn theme is stated 
in terms of a brief, freshly formulated mes- 
sage. Then the theme is paraphrased and 
related to “existentialist” writing. This sec- 
tion is followed by some selected comments 





and reactions from the viewpoint of psycho- 
therapy. 


THE MAIN THEMES OF 
“EXISTENTIALISM” AND 
PSYCHOTHERAPY 


Man, You are Free; Define Yourself 


Nobody has perhaps bee a more vigorous 
advocate for the roads of freedom than 
Sartre(11). He is constantly puncturing all 
alibis of unfreedom which man has invented 
such as heredity, environment, upbringing 
and the current culture. He claims that you 
are only what you make of yourself. In 
other words, man has to invent man. This 
is man’s greatest achievement in life. Just 
as there are endless vistas ahead in space, 
there are many unexplored ways of becom- 
ing more genuinely “human.” Within the 
psychological profession, Gardner Murphy 
has recently explored “human potentiali- 
ties.” 

The experience of feeling free necessarily 
involves some anxiety or trembling, but 
this is a driving force in seeking out the 
new possibilities. Every new venture of the 
human spirit implies a certain loneliness ia 
the process of exploring and groping into 
the unknown. 

From the external frame of reference, the 
scientist (9) believes that under certain con- 
ditions, such as the therapist’s congruence 
in the relationship, his empathic under- 
standing, and his unconditional positive 
regard, the client will display movement 
along particular dimensions of personality 
change. On the other hand, it seems that 
psychotherapy would be inconceivable with- 
out some subjective experience of freedom 
to choose on the part of the client. 

The essence of therapy is the client's 
movement from feeling unfree and con- 
trolled by others toward the frightening but 
rewarding sense of freedom to map out and 
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choose his new personality. When he, for 
once, has realized that it is possible to break 
away from old patterns, his appetite for 
creative newness increases progressively. It 
is a challenge to the therapist to become 
especiaily sensitive to the client’s struggle 
for a more satisfying self-definition. In so 
doing, the therapist must alert himself to 
the client’s readiness for freedom which 
varies considerably along the therapeutic 
process for each client, as well as between 
clients. 


Cultivate Your Own Individuality 


Several “existentialists” have been strong in- 
dividualists. Nietzsche once made this fa- 
mous statement: “Be a man and do not 
follow me—but yourself.” One is advised 
to develop whatever is unique and special 
about oneself. Only in this way can man- 
kind show progress. Every human being is 
challenged to cultivate what is special about 
himself, whether this involves becoming 
creative with ideas or objects. We all have 
to find out what is particularly satisfying 
for ourselves. 

One of the greatest individualists of all 
times was Kierkegaard. He wanted the 
following inscription on his gravestone: 
“That Individual.” Among psychologists, 
Jung (5) is convinced that the client would 
like to be understood in all his separateness, 
rather than as the average person. An ex- 
perienced therapist knows that many clients 
are quite obsessed with a need to be under- 
stood accurately. Nothing but a full under- 
standing will suffice. 

The writer has some research evidence to 
the effect that an increased emphasis upon 
this private, inner self is positively and sig- 
nificantly correlated with one dimension of 
“success” in psychotherapy: namely, the 
mental health rating by the TAT-diagnos- 
tician. Heidegger calls this inner self Eigen- 
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welt. According to Rollo May, et al. (7), 
Freud taught us much about the average, 
dynamic human being; Fromm, Horney, 
and Sullivan enlightened us on the inter- 
personal aspects of the person; yet there is 
still much to learn about how to facilitate 
man’s relations with his own unique self. 


Live in Dialogue with Your Fellow Man 


The “existentialists” believe that there are 
some qualities of being which can only be 
distinctly developed in relation to another 
person. In other words, you are dependent 
upon your fellow man for certain excep- 
tional experiences. Buber (2) has devoted 
a lifetime to spell out the characteristics 
of a genuine meeting of two human beings, 
in which each person brings about signifi- 
cant change in the field of the other. The 
proper focus to discover what is particularly 
human is, according to him, between man 
and man. 

Such a life in dialogue requires an open 
awareness, and occasionally a human en- 
counter will shake one’s foundations as a 
person. But the recommendation is rather 
to make a difference in the field of your 
fellow man than to be ignored, even if the 
meeting may temporarily be disturbing for 
both. During a recent convocation address 
at the University of Chicago, Dr. Joshua 
Taylor made this recommendation to a new 
group of academicians. We were urged to 
take a stand in society, to participate in the 
community, and to let our knowledge make 
a real difference in our dealings with other 
individuals. 

The psychotherapist is more challenged 
than many other professionals to live in dia- 
logue with his fellow man. The very es- 
sence of therapy is a person-to-person meet- 
ing. Once the therapist has learned to ap- 
preciate the anxieties and the rewards of 
helping the client to develop a truer self, 
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he is missing the experience of such a rela- 
tionship when he periodically is not active 
in the performance of therapy. Part of this 
feeling is that his need to be helpful toward 
others is frustrated, but, more importantly, 
the therapist is deprived of enjoying a cer- 
tain quality of emotional coexistence. He 
cannot be some important mode of himself 
outside a deep relationship to another 
human being. 

This mutual dependency is even more 
significant from the client’s point of view. 
The client car only develop certain human 
qualities, such as trust and understanding, 
to the extent that the therapist is able to 
demonstrate these qualities in action. 
Therefore the ambitious therapist is con- 
stantly trying to push the limits of freedom 
and safety within the relationship. Thus 
he becomes less and less limited by his own 
attitudes in his desire to help others. 

If you are going to live successfully in di- 
alogue with your fellow man, it is essential 
that you learn to recognize the true “bound- 
aries” between yourself and the other per- 
son. We are not surprised that children 
often operate as if other persons—the par- 
ents, siblings, etc.—form a part of their ex- 
tended self. But it is shocking to realize 
how difficult it is even for adults to act as 
if both they and others are free centers of 
subjectivity rather than ego-extensions to 
manipulate. 

Through the help of therapy, the client 
ceases to expect specific reactions to stimuli 
he emits toward others. Instead, he learns 
to accept the more modest goal of just 
making some difference to his fellow men 
in a broader sense. The client realizes that 
he can only take responsibility for his part 
of a relationship. What the other person 
does with it, he can only decide. Similarly, 
the therapist should be judged by how well 
he can provide optimal growth conditions 
for the client. Ultimately, it is up to the 








client to decide whether he wants to make 
use of the therapeutic relationship. One 
implication of this principle is that the 
therapist should not always be held respon- 
sible if significant personality change does 
not take place. 


Your Own Experiencing 
Is the Highest Authority 


The “existentialists” urge you to live your 
own life, to become sensitive to important 
happenings in your own existence, particu- 
larly choices at significant crossroads. Your 
own experiencing is your best guide. This 
greatly limits what you can learn from 
others because they have to interpret their 
experience. Therefore, you cannot trust, 
fully, ‘even the wisest men; they can only 
provide you with stimulation. You can 


receive their impact, but you should never 
forget ‘that your own uniqueness necessarily 


will color your interpretations. Binswanger 
has much to say about the importance of 
discovering one’s Eigenwelt. If this devel- 
opment does not take place, a person will 
never achieve a real sense of his own ex- 
istence; he will not develop toward an au: 
thentic human being. 

Within the client-centered group, no- 
body has been a more vigorous advocate for 
the “function of experiencing” than Gend- 
lin. His thesis is that therapy is “success- 
ful” to the extent that the client is helped 
to become open and sensitive to his ever 
ongoing stream of experiencing. If a per- 
son is completely aware of his experience, 
he will tend to make the most intelligent 
and satisfying choices in life. 

Rogers has also emphasized experiencing 
as the ultimate guide for human existence. 
He says: “No one else’s ideas, and none of 
my own ideas, are as authoritative as my 
experience. It is to experience that I must 
return again and again, to discover a closer 
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approximation to truth as it is in the proc- 
ess of becoming, in me.” A declaration of 
a similar nature, which is even more mean- 
ingful to me, runs as follows: 
“Neither the Christian church nor the priests— 
neither Freud nor Rogers—neither the revelations 


of others nor research—can take precedence over 
my own direct experience.” 


Such an approach toward life will neces- 
sarily involve some conflict with other peo- 
ple. But if a person is fully open to his 
experience, he will consider all the relevant 
factors and decide when it is appropriate to 
yield or take a fight. One such factor will 
be the other person’s right to be guided by 
his experience. 


Be Fully Present in the 
Immediacy of the Moment 


“Existentialism” is focused upon the indi- 
vidual’s existence from moment to moment. 
The past is not so important; it is what you 
are right now. Jaspers once exclaimed: 
“What we are missing of full human pres- 
ence!” Rollo May has pointed out that in 
therapy and life in general there are so- 
called “pregnant moments,” occasions when 
a radical change can take place in a person’s 
existence. Many “existentialists” show an 
awesome respect for the significance of cer- 
tain emerging developments. Tillich (13) 
has coined the word kairos for the moment 
when “eternity touches time,” when some 
critical fulfillment can occur. 

The writer found in his doctoral research 
that the more “successful” the client was, 
seen by both the therapist and the TAT- 
diagnostician, the more likely it was that he 
showed a movement toward greater empha- 
sis upon an immediate, emotional experi- 
encing of the self. In other words, “success- 
ful” clients tend to become more truly open 
to their existence right there and then 
within the therapeutic relationship. Rogers 
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believes that the essence of therapy is that 
the client is experiencing such deep mo- 
ments of integration of the self. These 
moments he considers the real ‘“‘molecules 
of therapy.” 

There are critical points during the treat- 
ment process when the therapist’s wisdom 
and skills are particularly called for, when 
what he is as a total person determines 
whether the client is given a chance for a 
spurt of growth or quits, when therapy is 
immensely speeded up or temporarily upset. 
Sometimes the client may go through such 
critical moments more quietly. At other 
times he may experience fully for the first 
time certain denied aspects of himself dra- 
matically. This intensive experiencing may 
give the client what the psychoanalysts call 
“abreaction” which implies that the denied 
material will never any more have the same 
threatening character. 


There is No Truth Except in Action 


The “existentialist” is disgusted with think- 
ing which is not reflected in action. He 
feels that a small action is often more sig- 
nificant than a thousand words. Sartre 
argues that “existentialism” implies that 
you are willing to accept the full conse- 
quences of your viewpoints. There must 
be congruence between belief and action. 
There is an emphasis upon commitment: 
that is, to be an aware participant in society 
rather than merely an observer. Accord- 
ingly we find that several “existentialists” 
have been very concerned about the predica- 
ment of man. They have been uncompro- 
mising in their criticism of depersonaliza- 
tion in our mass culture. 

The relevance of this message for psycho- 
therapy is that the therapist must not only 
experience the proper conditions for con- 
structive personality change within him- 
self; he must actively communicate these 
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attitudes to the client so that they make 
some perceived difference in his field. 
Frieda Fromm-Reichmann has eloquently 
stated this rule in psychotherapy: “What 
the patient needs is an experience, not an 
explanation!” It is more important what 
the therapist is able to be and do than what 
he just says. One implication of this prin- 
ciple is that the therapist must not try to 
be somebody he is not. Pretense is detri- 
mental to good therapy. The client often 
senses, at some level within himself, to what 
extent the therapist strikes him as an au- 
thentic person. A basic requirement for 
progress in treatment is that the therapist 
is able to transparently be himself, that 
there is congruence between his inner 
awareness and his actions. 


You Can Transcend Yourself in Spurts 


Although modern “existentialists” acknowl- 


edge some historical roots, they believe that 
it is possible, even characteristic, for the 
authentic man to throw off the burden of 
the past and transcend his old self. Ac- 
cording to their position, a person’s devel- 
opment cannot always be accounted for by 


a gradual, stepwise evolution. In Sartre’s 
“existential psychoanalysis” the therapist 
tries to help the client perform significant 
choices which will make him rise above old, 
unsatisfying patterns of behavior. 

The transcending of oneself is naturally 
more characteristic late in “successful” ther- 
apy than earlier in the treatment. During 
the beginning of therapy, the client feels 
very much chained to his past; he moves 
around, psychologically speaking, only with 
the greatest efforts. But as treatment pro- 
gresses, the client becomes quite excited by 
planning a truer, more satisfying self. He 
feels dissatisfied by merely repeating old 
“personal constructs.” 

The client feels less compelled to appear 








consistent over time. There is a keen en- 
joyment in experimenting with oneself. A 
high value is placed upon surprising one- 
self as well as others. It even happens that 
a client feels free to throw overboard a 
whole old set of rules and assumptions and 
replace them with something radically new 
and different. 


Live Your Potentialities Creatively 


When Nietzsche wrote about Ubermensch, 
he had in mind a person who is creatively 
actualizing himself, an individual who re- 
fuses to be bound by his past, somebody 
who, rather, is a continuous process of be- 
coming. With the expression “will to 
power” Nietzsche was referring to the indi- 
vidual’s power for self-fulfillment, not to 
his desire to dominate his fellow man. He 
wanted everybody to push toward his own 
unique potentials. 

This creative approach toward oneself 
and different subject matters implies a cer- 
tain distrust of the past as the source of 
understanding and inspiration for future 
development. For the creative person, the 
past holds only a small part of his atten- 
tion. He is rather preoccupied with the 
present and the future and assumes that 
there are infinite areas of human endeavor 
yet to be explored. He takes it for granted 
that he can change and develop. 

Toward the end of “successful” therapy 
the client does not feel fixated by his past 
conditioning, abilities, and interests. He 
knows that the challenge is to grow beyond 
himself. Areas where his potentials are best 
tend to be selected for further improvement. 
A playful spontaneity is characteristic of his 
behavior. He is toying with ideas and ma- 
terials. New combinations are tried out. 
As therapy progresses, the client is groping 
for fresh expressions which more accurately 
reflect significant experiencing. He is be- 
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coming fond of his Eigenwelt regardless of 
recognition from others. He is joyfully 
pushing toward the frontiers of his own tal- 
ents for living and self-expression. 


In Choosing Yourself You Choose Man 


Existentialism has often been accused of 
leading to moral nihilism. Such critics 
argue that there would be no two sets of 
values which would be similar in important 
respects when everybody is challenged to 
define himself. According to Sartre, this 
line of reasoning is unjustified because in 
choosing for yourself you are also choosing 
for mankind, When you are planning some 
course of action, you would always have to 
ask yourself: “What would our society be 
like if everybody did like me?” In other 
words, the existentialists strongly emphasize 
man’s responsibility toward his fellow man. 
One of the heroes of Camus is going 
through agonies because he was not given 
a second chance to save a woman whom he 
saw commit suicide. An implicit assump- 
tion in this theme is a belief in the basic 
unity of man, a feeling that we are all faced 
with the same task of having to learn to 
live constructively with ourselves and other 
people. 

In theories of therapy and personality, 
some lean toward a conception of man as 
basically evil, destructive, and sinful, while 
others think they have observed that man is 
rather good, sociable, and forward-moving. 
Freud and many of his followers seem to 
belong to the first group, and so do many 
theological thinkers on pastoral counseling. 
Mowrer seems to fall into the second group, 
emphasizing what he has called the “pleas- 
ure of consciousness,” that man often finds 
pleasure in doing what would be construc- 
tive for all men. Rogers is certainly closer 
to Mowrer than Freud; he has observed 
that human nature is basically self-actual- 
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izing and good. As I understand him, this 
does not mean that Rogers denies man’s 
freedom to choose between good and evil; 
rather it means that when man becomes 
more “‘fully functioning,” he tends to make 
socially constructive choices because this 
tendency is part of his basic nature. 


You Must Learn to Accept 
Certain Limits in Life 


Earlier in this paper much was said about 
man’s capacity to transcend himself crea- 
tively. This does not mean that there are 
no limits to self-actualization. The “existen- 
tialists” feel that contemporary man has to 
be reminded that he shows a little more 
imagination in the way he defines himself. 
On the other hand, the “existentialists’’ are 
certainly also very concerned about limits 
in our existence, especially the ultimate 
limit—death. In European “existential- 
ism” the concern with death is central. 

It has often been said that being in the 
world can only be fully grasped in relation 
to not being. Since the opportunity to com- 
mit suicide exists for every human being, 
great importance is attached to an active 
confirmation of living. In other words, you 
have to be “born again” to become an au- 
thentic person. An individual who has 
worked through his feelings in relation to 
death often achieves a new quality to his 
living. He becomes very concerned about 
making the most of his existence right here 
and now. 

It can be argued that since death is the 
ultimate limit, death is the prototype of all 
limits. In psychotherapy very significant 
events are connected with limits of one 
kind or other. Rogers early recognized that 
the setting of limits for himself and the 
client was an integral part of constructive 
treatment. From the therapist’s point of 
view there is a certain limit to how much 
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responsibility he is willing to assume, how 
much time he can offer his client, and how 
much affection and aggression he can tol- 
erate. It is important for the therapist to 
be aware of his limits at all times and be- 
have accordingly. He must also strive to 
push his own limits farther. 

From the client’s viewpoint it is often one 
of his most significant achievements that he 
learns gracefully to accept certain limits of 
reality both within and outside the thera- 
peutic relationship. Sometimes his whole 
emphasis, then, changes toward becoming 
more concerned about what he can do 
within the limits of the therapy hour, his 
level of intelligence, his present marriage 
situation, etc. 


SUMMARY AND PERSPECTIVES 


In this paper the writer has endeavored to 
discuss the main themes of “existentialism” 
from the viewpoint of a psychotherapist. 
Since no systematic survey of “existential- 
ism” seemed feasible for our topic, an at- 
tempt was made to arrive at a fresh list of 
the most important “existentialist” themes. 
Each theme was then presented and dis- 
cussed in relation to selected issues of psy- 
chotherapy. 

Our tentative list of the main “existen- 
tialist” themes includes: (1) Man, you are 
free, define yourself; (2) Cultivate your own 
individuality; (3) Live in dialogue with 
your fellow man; (4) Your own experiencing 
is the highest authority; 5) Be fully present 
in the immediacy of the moment; (6) There 
is no truth except in action; (7) You can 
transcend yourself in spurts; (8) Live your 
potentialities creatively; (9) In choosing 
yourself, you choose man, and (10) You 
must learn to accept certain limits in life. 

It is the conviction of the writer that the 
“existentialists” have an important message 





to communicate to modern man in general 
and the psychotherapist in particular. The 
stimulation from this movement may also 
open up new, fresh perspectives for the sci- 
entific investigation of psychotherapy and 
personality change. 
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OLIVE _M. STONE, Pu.D. 


The three worlds of 


Many mental patients in large hospitals 
cease striving to relearn how to live on their 
own in the community. They become in- 
stitutionalized, well-adjusted to hospital 
roles. Why and how does this change from 
being ill to becoming chronically desocial- 
ized take place? The answer lies, in part, 
in the nature and course of mental illnesses. 
In this report some evidence is adduced 
that hospital expectations and requirements 
contribute to the _ institutionalization 
process. 

From the plethora of reports on large 
mental hospitals of the last few years, it 
seems safe to place the benign but pater- 
nalistic ward analyzed in this report midway 
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the back ward 


between the traditional “snakepit” type of 
setting of the past and the open “thera- 
peutic community” of the present and fu- 
ture. As a type, one might say the back 
ward has all but disappeared in smaller 
mental hospitals where the ratio of staff to 
patients has been an enabling factor in 
more flexible operation and experimenta- 
tion. It is still the prototype ward of the 
vast network of state hospitals over the na- 
tion. But even if it were only a vestige of 
the past, an analysis of its organizational 
patterns and dynamics would be germane 
to reorganization goals and planning. Be- 
fore we can effectively change to a new pro- 
gram, we must with some accuracy under- 
stand what kind we are changing from. 


SOCIAL SYSTEM OF A BACK WARD 


In a social anthropological study of a se- 
lected chronic ward in a large state hospital 
in California in 1958-1959, two character- 





istics of the hospital as a whole were found 
to complicate the organizational dynamics 
of the ward. Responsibility for the cure 
and care of patients was seen to be unshared 
or undershared by other institutions in the 
community. Furthermore, the heaviness of 
the responsibility was not mitigated by a 
commensurate freedom to devise workable 
means of discharging it. In the second 
place, the irreversible trend today toward 
specialization of function was found not to 
be matched by comparably forceful co- 
ordinative methods. This is said in the 
face of such extraordinary innovative ap- 
proaches as that of the therapeutic com- 
munity, an approach with strong if initial 
evidence in the hospital studied. 

The chronic ward reported here was seen 
of consisting of three distinct worlds: of pa- 
tients, ward staff, and professional-adminis- 
trative staff. Separated by invisible but ef- 
fective status curtains, the populations of 
the three worlds had their own images of 
mental health and hospitalization. Each 
group had its formalized way of perform- 
ing, its expected and expectable behavior. 
The researcher’s task was to discover the ex- 
tent to which the three systems of doing had 
also become systems of believing. Did the 
people in each world like and accept the 
patterned ways or did they want to change 
them? To answer this question it was nec- 
essary to notice ideological as well as social 
distance. 

In the separate but intersecting worlds of 
a ward like the one observed, patients and 
ward staff are physically near, face to face, 
day and night, but socially distant by virtue 
of a line of authority which they do not 
step over except in conventional ways. Pa- 
tients cross as supplicants; staff, as paternal- 
istic custodians. This is the customary, 
preconscious mode. 

Ward staff and nonresident professional 
and administrative staff are less close to each 
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other spatially than are ward staff and pa- 
tients. They also tend to be more distant 
in class origin. Furthermore, there are 
communication barriers between them— 
technical language, separate staff meetings, 
and separate written records. 


THE PATIENT’S WORLD 

ON THE BACK WARD 

Long before the patient reaches the back 
ward, he has set his foot on the path that 
leads there. It is beyond our province to 
trace the full concourse of routes, but we 
want to mention some hospital factors that 
influence the patient’s chances of moving 
toward recovery or regressing toward chron- 
icity. By-passing prehospital experiences, 
many of which have been traumatic, we 
start with admission. 

Technicians in fresh white uniforms 
carry out the admission procedures expedi- 
tiously and with as much consideration as 
there is time and insight for. But there is 
no way to prevent the “stripping process” 
(5, 6) from depersonalizing patients, no way 
to keep photographing and fingerprinting 
and the mass movement from one room to 
another and from one checkup to the next, 
from furthering the loss of identity. 

Two withdrawn young women, during 
one observed group admission, were trying | 
desperately to make their ill-fitting hospital 
garments gain some harmony. They de- 
cided to exchange robes in order to achieve 
a better match with slippers, a procedure 
which seemed so important to them that 
they made three efforts to complete it in 
spite of being rushed along by technicians 
too busy to observe their great investment 
in the effort. One patient then asked where 
she was and tried hard to grasp the meaning 
of the answer: “mental hospital.” The 
other timidly asked, somewhat later, to ex- 
change her too-short socks but received a 
rebuff for coming behind the counter and 
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sat dejected, head lowered, until summoned 
for her next test. A third patient kept up 
a light banter of wisecracking throughout 
admission to show, in her words, that she 
was “not mental.” A fourth had maintained 
the dignity of her well-groomed, upper-class 
identity, walking with assurance until con- 
fronted with signing her fingerprinted iden- 
tification. Here she burst out indignantly, 
“In case we try to run away!” Immediately 
her ankles crumbled beneath her and re- 
fused to bear her weight, no matter how she 
tried. These patients were among many 
who looked at themselves and at each other 
during admission. Who were they? Were 
they sick people or were they bad? Were 
they capable of getting well or were they 
failures who could never succeed in 
anything? 

Anywhere from 1 to 18 or 20 transfers 
after admission, the patients in our pilot 
study had ended up on the back ward. As 
we talked to them from 5 to 10 or more 
years after admission, what was their self- 
image? And what was their conception of 
the hospital? One patient spoke of having 
learned through her many transfers that it 
paid to stay on her toes. It was very im- 
portant, she pointed out, to please everyone 
and to get along. Otherwise, she would be 
sent for further shock therapy. She really 
likes to please people, she added uneasily. 
Another patient said she would like to get 
out of the hospital, but when she had asked 
about timing she had been told, “It’s up to 
you.” She watches carefully not to make 
mistakes and hopes some day she will catch 
on to what she lacks. Still another patient 
always refers to herself as a “ward of the 
state” and voices the opinion that special 
favors should be shown to those of them 
who are wards and who work diligently for 
the state. 

These are some of the images. What are 
the typical events? 
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A highly routinized life is, for the most 
part, carried out in mass with assembly-line 
precision. At 6:00 a.M. a technician de- 
posits bundle sticks—to which clothes are 
tied—on the foot of each bed, and the 
morning flow between the dormitory and 
toilet and lavatory begins. As smoothly as 
a well-rehearsed drill, beds are emptied; 
patients dress or are dressed; and the group 
quietly assembles to await breakfast. When 
the steam table arrives, those patients who 
are kitchen helpers join staff in dishing out 
the food and ushering the tidy eaters into 
one room and the messy ones into another, 
all of them silent by regulation. House- 
hold chores are next for those assigned, and 
then there is exit to the yard, weather 
permitting. 

One-fifth to one-fourth of the patient 
population has a range of activities on and 
off the ward. On some days there is occu- 
pational therapy; on others, recreation such 
as folk dancing. In the evenings there are 
movies and more active events. For the 
vast majority, however, the total span of 
action is within the confines of the ward. 
These ward-bound patients have television 
(a spectator relaxation) at night and a cig- 
arette or two during the day. So routinized 
has their program become that time takes 
on a boundless quality. Day flows into 
night and night into another day. There 
are no weeks or months or years. There is 
just timelessness and for some, a gradual 
sinking into nothingness, a vegetative 
existence. 

Looking about at the curled-up figures, 
some rolled into a ball in a corner on the 
floor until aroused by staff, the observer is 
not able to say whether the disease process 
or the institutionalization process, or both, 
produced the end results. The 11 most re- 
gressed patients are segregated for sleeping 
in a small dormitory where they can be 
awakened for toileting during the night 





without disturbing others. These so-called 
“babies” of many ages comply quietly and 
docilely. In fact, rarely does anyone during 
day or night hours cause sufficient disturb- 
ance to be secluded. The tranquilizing 
drugs have played their part, and who can 
say what role has been played by the institu- 
tionalization process itself? Certainly the 
10 or 12 most active and “normal” patients, 
those on the list for all off-ward affairs, have 
learned well the expected decorum when 
outside on the grounds. They walk in 
measured rhythm, two-and-two, from ward 
to auditorium or other destination and back 
again. No sooner do they arrive on the 
ward after an evening outing than they liter- 
ally melt away into their sleeping quarters. 
A raised voice or undue pacing up and 
down will evoke rebuke. A fight or real 


altercation will lead to the loss of privileges 
and the comment by staff that it is to be 
hoped the offending patient will be in a 


better humor or on better behavior the next 
day. 

To sum up, patients on the back ward of 
the mental hospital—if we exclude terminal 
and preterminal cases—have some aware- 
ness of starting over—‘‘being born again” 
some call it—in the hospital. But there are 
only hazy, bewildering notions of what ails 
them; what the hospital expects them to 
achieve in the long run; and what treatment 
plan is being used to facilitate their recov- 
ery. Psychosis is, to most of them, a situa- 
tion, a state of affairs which no one inter- 
prets except in terms of restricted move- 
ment, approved and disapproved behavior, 
unexplained medication, and unspecified 
goals. They try hard to please and to give 
no trouble, but they have no inner guides 
or explicit outer norms of what is pleasing 
(18). Pain and pleasure are related to good- 
ness and badness rather than to the attain- 
ment of medical goals. For example, a 
dietary regimen (forced feeding or a reduc- 
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ing diet) or shock therapy are not under- 
stood as medical prescriptions but as pun- 
ishment to be avoided through increased 
conformity to rules and routines. (See 2, 
p. 164.) 


THE WARD STAFF’S WORLD 
ON THE BACK WARD 


In contrast to the majority of patients for 
whom the adaptive role is a passive one, 
ward staff is active almost without inter- 
ruption throughout an eight-hour shift. 
Their time is tightly scheduled, their activi- 
ties almost entirely prescribed. Innovation 
involves extra work and some risk. (See 
1; 8, pp. 300-301; 10; 7h.) 

Uniformly, technicians arrive ten min- 
utes before their shift begins. Each reads 
the nursing notes of the preceding shifts, 
signs in, and takes up allocated duties. The 
charge technician goes on ward rounds with 
the outgoing charge, checking the presence 
and general condition of patients, inven- 
torying the medicine cabinet, and reviewing 
the projected program for the shift. Other 
members of the staff proceed at once to their 
tasks. 

There are days and times of day for pa- 
tients’ baths, shampoos, manicures, letter 
writing, yard or porch exercise, etc., and, 
of course, the recurrent processes of super- 
vising or directing the patients’ eating, 
eliminating, sleeping, dressing and undress- 
ing. Escort is provided to patients sum- 
moned to medical staff or allowed to partici- 
pate in off-ward industrial, occupational, 
recreational, and religious events. There 
are also errands to run—collection of medi- 
cines, clothes, and other supplies. And in 
between there is the detailed bookkeeping 
in the form of census taking, nursing notes, 
report forms, and listing of patients’ pos- 
sessions with entries for discards and 
acquisitions. 
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Pride and skill in job performance attach 
to good housekeeping, punctual and effi- 
cient discharge of duties, considerate care of 
patients and public. Performance is meas- 
ured in terms of orderliness or tidiness of 
surroundings, quiet and mannerly behavior 
of patients, and reliability in the following 
of rules and procedures. The system tends 
to reward standard performance by staff, 
impartiality toward patients, and the pres- 
ervation of kindly but formal relationships. 
The system also arouses guilt in those staff 
members who find themselves responding 
in spontaneous ways to patients who have 
singled them out for attention. 

There are, nevertheless, many personal 
adaptations which staff have applied to 
make the relationship with patients less 
impersonal. One technician, for example, 
suggests to patients who beg for demon- 
stration of affection that they “blow kisses” 
to each other rather than embrace. Another 


uses grooming as a language of respect for 
the individuality of the patient, teaching 
the use of make-up and praising the care 


of clothes. Several technicians expressed 
regret that there was not more individual- 
izing of patients. Others had come to ac- 
cept, or had themselves set the pace for, 
mass treatment of patients, preferring not to 
single out individuals for any purpose other 
than medical care. 

Attitudinal variation among staff high- 
lights both the difficulty and the possibility 
of bending a fairly rigid system to the indi- 
vidual needs of patients and the individual 
propensities of staff. For example, the doc- 
tor one day found a catatonic patient de- 
hydrated and ordered bed rest and a fluid 
intake. Resisting other staff, this patient 
responded to the ministrations of a tech- 
nician whom she had come to trust and 
like at the time she first transferred to the 
ward. At that time the patient was mute 
and for months had surrendered responsi- 
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bility for dressing herself. Speaking tend- 
erly but firmly, the technician had said in 
effect, “Daisy, I am not doing this to be 
mean to you, but I want you to dress your- 
self. I may not always be around and you 
will need to learn to do this yourself.” The 
technician turned confidently away and 
when next she looked, the patient had com- 
plied. From then on she carried out, with- 
out resistance, anything this technician 
suggested. 

Some technicians feel caught in the ex- 
hausting demands and clinging inclinations 
of schizophrenics. The discomfort felt by 
being drawn into unprofessional favoritism 
or unprofessional closeness leads them to 
erect higher barriers between themselves 
and patients. They do not have the knack 
or flair possessed by others for improvising 
adult substitutes for demonstrative love. 
They think of the protections enjoyed by 
professional staff members who see patients 
only occasionally and then on very formal 
terms in an office. Not finding a solution 
midway between total parental roles and 
segmented professional roles, these tech- 
nicians settle upon a paternalistic pattern, 
doing things for patients while keeping 
complete control of what and when and how 
these things are done. 

To some extent the world of the ward 
staff is bounded by the 56 rules guiding the 
elaborate routines and anticipating the non- 
routine emergencies that may arise (12; 16). 
It is bounded also by the conceptions which 
technicians bring to their job, or which are 
fostered on the job, with respect to mental 
illness and hospitalization. These concep- 
tions are in turn influenced by the techni- 
cian’s image of himself. A long-time em- 
ployee on the verge of retirement spoke of 
being “an old bughouse man” disturbed by 
all the new-fangled approaches to ward care 
of patients. A relatively new employee 
said quite candidly, “I’m not a ward girl. I 





like bedside nursing.” Quite a few techni- 
cians enjoy housekeeping responsibilities 
because “that is a woman’s world.” 

The wisdom of experience has taught 
many technicians to expect certain bizarre 
symptoms in patients’ behavior, but when 
they ask for or proffer interpretations, their 
contributions do not turn out to be useful 
for reasons unclear to them. In the absence 
of individualized treatment plans, the ward 
staff can only devise their own groupings 
on the basis of “danger” and “helplessness” 
and treat all in so far as is possible in the 
mass. 

In summary it may be said that the world 
of the ward staff on the back ward is a self- 
contained world with consensual values and 
actions which bind members together and 
provide rewarding experiences. Group re- 
sponse and recognition are accorded those 
who live up to the ideals of good caretaking 
and housekeeping and who do not wander 
outside the silken “‘status curtain” too often 
or too far afield. Respect and consideration 
characterize relationships with professional- 
administrative staff as they do those with 
patients. 


THE WORLD OF THE 
PROFESSIONAL-ADMINISTRATIVE 
STAFF ON THE BACK WARD 


The most obvious differences between ward 
staff and professional-administrative staff in 
their relation to the back ward are the in- 
frequency and nonresident nature of the 
latter’s contacts. Professional staff, although 
free to come on their own initiative, usually 
think of themselves as subject to call and 
for the most part wait until requests from 
patients, relatives of patients, or ward staff 
reach them. Administrative supervisors 
make routine visits in an adjustment to the 
requirement that they exercise responsibil- 
ity for many more patients than they can 
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treat individually. Furthermore, profes- 
sionals are in very short supply, in the face 
of rising standards. Activity is largely on an 
ad hoc basis, sometimes in response to the 
squeaky wheel which cries out to be oiled. 
Administrative checkups are directed to- 
ward fulfillment of requirements more than 
toward the discernment of innovative and 
imaginative improvements on the status 
quo. 

Tue curtain between the professional 
world and the nonprofessional is a curtain 
of technical training away from mass action 
and toward concentrated attention to indi- 
viduals, singly or in small groups. Because 
of heavy reliance on professional judgment 
and diagnostic thinking about individual 
patients, professionals have to overcome 
barriers of language and concepts in order 
to translate their diagnostic and treatment 
formulations for the use of ward staff. 

Often the very thing which professionals 
think they do best—arrive at professional 
decisions regarding individual patients—is 
abdicated to the nonprofessional staff be- 
cause the conventional diagnostic-prognos- 
tic formulation is not available at the criti- 
cal point when action must be taken. For 
instance, many a patient must be transferred 
to another ward to make room or for other 
nonpatient reasons. Sometimes the diag- 
nostic formulation has not been completed. 
If time is of the essence, the administrative 
psychiatrist is likely to turn to the nonpro- 
fessional staff for an educated guess as to 
what disposition to make. No one has 
measured the degree of success or failure 
of ward transfers based upon educated 
common sense compared to those based 
upon professional judgment. Under these 
circumstances, the curtain between profes- 
sionals and technicians may be seen by the 
latter as largely status separation rather 
than as a demarkation of specialized knowl- 
edge and authority. 
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If the professional staff acts upon an en- 
tirely different conception of psychosis and 
hospitalization than do patients »nd ward 
staff, how can this affect generz! hospital 
attitudes and outlook if professional opin- 
ion continues to be in such short supply? 
Out of guilt for not being more helpful to 
ward staff and more accessible to patients, 
professionals may draw their invisible cur- 
tain tighter and occupy themselves mainly 
with therapeutic procedures selected for 
their promise of success. One such enter- 
prise is a procedure required by the state 
department of mental hygiene, which has 
ordered that no patient be allowed to leave 
the hospital, even if he has one foot in the 
door, until his official diagnosis is in his 
medical record(11). It does not matter 
that such a formality will do the patient 
little good at that late date; it must be 
completed as a medical obligation.? 


SOCIAL SYSTEM OF THE 
HOSPITAL AS A WHOLE 


A few dimensions in the complex structure 
of the large hospital studied seem reason- 
ably clear. In examining them, we wanted 
mainly to see the relevant elements other 
than, and in addition to, formal organiza- 
tion, formal policy, formal communication 
channels, etc. 

The superintendent occupies the position 
of highest authority and influence in the 
hospital. But does he have as much power 
as he seems to possess? Few people have 
their decisions or their impending decisions 
challenged so frequently and from so many 
quarters as does he. He is questioned, cri- 





1 This will of course satisfy the department’s need 
to account statistically for the distribution of the 
various APA categories of illness. See Belknap re: 
problems arising from incomplete records. (pp. 2, 
4-5) 
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ticized, and interrupted in his actions by 
the state legislature, the local courts, the 
state employees’ association, the merit sys- 
tem of the state, the state department of 
mental hygiene, national accrediting bodies 
for hospitals and for professional disci- 
plines, universities using the hospital as a 
laboratory or practicum, and by the press. 
He is also appealed to by patients, by the 
relatives of patients, by the general citizen 
or the public, by his own staff, and by 
dozens of high school seniors and college 
freshmen who decide to write papers on 
mental hygiene or mental illness. 

A hospital is a small society and as such 
it safeguards the value of justice and the 
value of individual difference (2, 15). And 
it devises a system for division of labor and 
for reintegrating the results of labor in the 
interest of the common good. Individual 
differences are fostered and rewarded 
through departmental programs and 


through a gradation of rights and responsi- 


bilities. But where status and financial 
differences are markedly unequal, there is 
a means of evening things up to some ex- 
tent through the American system of checks 
and balances. For example, the psychiatric 
technicians, while lowest on the hospital 
totem pole of prestige and income, are the 
most numerous and influential in the col- 
lective bargaining organization, the Cali- 
fornia State Employees’ Association. Indi- 
viduals who lack power singly thus acquire 
it collectively and enjoy its exercise in cer- 
tain specific ways. Still further down on 
the hospital totem pole are the patients. 
They are now beginning to express their 
ideas through patient councils, but formerly 
they and their relatives had as a recourse 
when they differed from official decisions— 
mainly the courts. The initiative in such 
cases is seized by the low man in the formal 
power structure. The same is true of the 
community which, until mobilized through 





legislative bills or legislative hearings, plays 
a somewhat passive role. 

Outside pressures thus exert a counter- 
vailing influence (4) which enables low 
status groups to invert the formal power 
struture temporarily (2, 9). This ever-im- 
pending abridgment of control may help 
explain subtle shifts, from time to time, 
from the primary purpose of treatment to 
the secondary goals of safety and certainty. 

The force of these informal influences 
is toward the equalizing of opportunity. In 
net effect it causes the hospital to safeguard 
the principle of justice, often at the ex- 
pense of the principle of individuation. 
When so many policies and procedures are 
made to ensure like treatment for the many, 
there is danger of narrowing the chances to 
individualize the few. And to the extent to 
which hospital policy is standardized and 
prescribed in advance is the exercise of 
judgment in differentiating patients re- 
duced or eliminated. 


TOTALISM OF HOSPITAL CARE 


Patients leave general medical and surgical 
hospitals every day in varying stages of cure 
and with varying amounts of residual ill- 


ness. Usually they are not regarded as a 
source of danger to themselves and others. 
Furthermore, contagion, convalescence, se- 
vere handicap, chronicity, and invalidism 
are taken into account and planned for at 
the point of discharge by several community 
agencies, including public health services. 
As a matter of fact, with the growth of 
public health, the specialized services of 
prevention and protection have been trans- 
ferred from the general hospital and lodged 
in the public health program. The mental 
hospital bears the burden of an unshared 
or undershared total responsibility.* 

The community has two major concerns 
with respect to illness. Out of sympathy 
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and conscience, it desires the restoration of 
the patient to as complete health and well- 
being as is possible. Out of fear and self- 
preservation, the community wants to make 
sure that the patient’s return from the hos- 
pital does not jeopardize others. 

This double obligation to patient and to 
community is brought into sharp focus in 
mental illness. The mental hospital is not 
permitted to fail. Furthermore, because of 
the legal aspects of both commitment and 
discharge it finds itself under constant sur- 
veillance. An observer can well get the 
impression that the hospital has had con- 
siderable initiative—if not autonomy— 
taken out of its hands. Few other social 
institutions are asked to shoulder such 
heavy responsibilities without the recom- 
pense of comparable prerogatives. 

The psychology of totalism undoubtedly 
plays a part in the uneasiness felt by the 
staff over giving special attention to a pa- 
tient unless the patient is bedridden or has 
some particular medical need. (See 15, p. 
306, “The Problem of the Special Case.”) 
It may also consciously or unconsciously 
foster good, conforming behavior through 
which patients seek satisfactions in institu- 
tional ways rather than through less pre- 
dictable interpersonal and social activities. 

The normal person has his work and 
much of his recreation separated from his 
living area and residential group. Not only 
are these three aspects of life under the same 
auspices in a mental hospital but, as Goff- 
man (6) points out, penalties may be levied 
against a patient in one area for infractions 
or inadequacies observed in another. Per- 
haps the “corporation wife” or family of a 
junior executive is no freer from surveil- 





2 This is declining as local communities become 
more tolerant of mental impairment and assume 
more direct responsibility for rehabilitation and 
prevention. 
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lance and conformity pressures, but at least 
the employee can always quit his job, 
whereas the patient is deprived of such an 
alternative. 


SEPARATISM OF SPECIALTIES 


The modern mental hospital is ahead of its 
traditional predecessor in the amount and 
degree of highly specialized skill at its com- 
mand. But if specialism has erected com- 
munication barriers among staff or if the 
patient is given fragmented, isolated, and 
sometimes impersonal service, then we may 
well wonder if we should not return to the 
historical hospital's pervasive moral climate 
of love and care (7, p. ix). 

How can the hospital steer between the 
overwhelming effects of totalism, on the one 
hand, and the isolative effects of specialism, 
on the other? The usual solution today is 
the team of “specialists” and the operating 
“generalists,” with the former introducing 
differences and the latter carrying continu- 
ity with the patient. But there is always 
strain in interdisciplinary cooperation (13; 
7g) and a team is not better than the in- 
tegrated product of its pooled contributions 
(7£; 3; 14; 17). 


CONCLUSIONS REGARDING 
THE TWO SOCIAL SYSTEMS 


We concluded from our pilot study that 
both the social system of the back ward and 
the social system of the hospital as a whole 
were healthy and effective in many ways. 
They were, however, discerned to have 
drifted into or allowed themselves to be 
maneuvered by outside pressures into pro- 
viding institutional answers to a number of 
questions requiring the exercise of profes- 
sional judgment. Furthermore, some of 
these institutionalized patterns are ones 
under such continued reinforcement from 
outside attacks and corresponding inside 
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defense that changes from the status quo 
are resisted. On the other hand, there is 
mounting dissatisfaction, on the part of 
staff, with the rate of patient recovery. 
There is also strong evidence of a truly 
creative and inquiring approach to finding 
other solutions. 

The last thing an observer could possibly 
say of the large or small social systems re- 
ported is that they are not dynamic. And 
in systems where authority can be exercised 
rationally, change can take place in any 
desired direction once we identify what is 
wanted and what is possible within the so- 
cial constraints that exist in the system. 
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Status stress and role contradictions: 


Emergent professionalization in 


psychiatric hospitals 


It is perhaps gratuitous to add to the al- 
ready large body of literature which de- 
scribes the sources and consequences of staff 
interaction and disorganization in psychi- 
atric institutions. It is now quite clear that 
neither the achievement of instrumental 
goals nor the tasks of system maintenance 
can be fully realized without an awareness 
of and adjustment to the informal patterns 
of an institutional setting. For as Schwartz! 
has pointed out: 


“If the various roles (in psychiatric settings) are 
structured so that they encourage or facilitate re- 
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sentments and lack of satisfactions among the 
lower echelon personnel . . . the very persistence 
of those roles in their present form might make it 
impossible for him (the administrator) to achieve 
certain ends.” 


The counter point of view, however, is also 
well-expressed by Adland? who has said: 
“If all the frills of the evening dress of the 
formal structure were clearly delineated, if all the 
dirty linen were exposed, if all the strivings and 
problems of roles and status were in focus, then 
the hospital would be dead. . . . what we forget is 
that part of being human is knowing that there 
is anxiety, and that there are things we just don’t 
know.” 


The purpose of this paper is to describe 
the status stresses and role contradictions 
which appear to underlie conflict between 
two sets of functionaries that are becoming 
increasingly associated in psychiatric hos- 
pitals. Although the principles involved 
are not new, the impact of this special varia- 
tion of a common theme is great enough 





upon the course of psychiatric treatment to 
justify this discussion. The patterns which 
are reported in this paper have not stemmed 
from the usual processes of social science 
research; there are no questionnaires to in- 
clude here; nor are statistics to be found. 
The remarks are made on the basis of the 
author’s experiences of two years of partici- 
pant observation in one such institution and 
many informal discussions and conversa- 
tions with the staff members of a half-dozen 
similar institutions. 

A number of studies of role conflict and 
status stress have focused either upon rela- 
tionships between two functionaries* or 
upon conflicts in expectations which im- 
pinge upon the encumbents of a single 
position. Several recent investigations 
have dealt with role relationships in men- 
tal hospitals and the effects that such social 
structures have upon the formal therapy 


goals of the institution.5 It is only in very 
recent years that psychiatric hospitals for 
children have begun to add social group 


workers to their residential staffs.° This 
_paper describes the patterned status stresses 
and role contradictions which seem to be 
presently characteristic of the relationships 
between group workers and child care 
supervisory level personnel in such institu- 
tions. These new functionaries are ordi- 
narily located within the existing organiza- 
tional structure, most commonly within the 
department referred to as the “recreational 
department,” “child care,” “residential 
care,” and the like.? Such an innovation 
represents a basic turning point for such 
institutions as regards means and ends. It 
is of particular interest, however, because 
of the possible indirect effects and conse- 
quences to which it might lead. As one con- 
sequence of this kind of professional change, 
a number of patterned conflicts can, in 
many instances, be expected to exist until 
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a later period of relative stability and equi- 
librium is achieved. 


THE TYPICAL SETTING 


Although there is great variation among 
residential psychiatric institutions for chil- 





8 See, for example, Gold, Ray, “Janitors Versus 
Tenants: A _ Status-Income Dilemma,” American : 
Journal of Sociology, 47(March, 1952), 486-93; Bur- 
chard, W. W., “Role Conflicts of Military Chap- 
lains,” American Sociological Review, 19(October, 
1954), 528-35; Devereux, George and F. R. Weiner, 
“The Occupational Status of Nurses,” ibid., 15(Oc- 
tober, 1950), 628-34. 

4 See, for example, McCormack, Thelma N., “The 
Druggists’ Dilemma: Problems of a Marginal Occu- 
pation,” American Journal of Sociology, 49(January, 
1956), 308-15; Wary, D., “Marginal Men of Industry: 
The Foreman,” ibid., 44(January, 1949), 298-301; 
Becker, Howard S., “The Professional Dance Mu- 
sician and His Audience,” ibid., 46(September, 1951), 
136-44; Williams, J., “Patients and Prejudice: Lay 
Attitudes Towards Women Physicians,” ibid., 41 
(January, 1946), 283-87. 

5 See, for example, Smith, Harvey L., “Contingencies 
of Professional Differentiation,” American Journal 
of Sociology, 53(January, 1958), 410-14; Becker, 
Howard S. and Blanche Geer, “The Fate of Idealism 
in Medical School,” American Sociological Review, 
23(February, 1958), 50-56; Zander, Alvin Z., Arthur 
R. Cohen, Ezra Statland and Collaborators, Role 
Relations in the Mental Health Professions (Ann 
Arbor: Research Center for Group Dynamics, Uni- 
versity of Michigan, 1957); Powelson, Harvey and 
Reinhard Bendix, “Psychiatry in Prison,” in Mental 
Health and Mental Disorder, Arnold Rose, ed. (New 
York: W. W. Norton Co., 1955), 459-81. 

6 See Reid, Joseph H. and Helen R. Hagan, Resi- 
dential Treatment of Emotionally Disturbed Chil- 
dren: A Descriptive Study (New York: Child Welfare 
League of America, 1952). 

7 Throughout this paper the term “supervisors” 
will be used to refer to that level of nonprofessional 
personnel in psychiatric institutions who are charged 
with general supervision of aggregates of patients, 
as opposed to the term “line workers” which will be 
used to refer to all nonprofessional personnel who 
are assigned to smaller groups within the total 
patient population. 
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dren, they share the fact of a division be- 
tween professional and nonprofessional 
therapy staffs. Under the heading of pro- 
fessionals may be found psychiatrists, pedi- 
atricians, clinical psychologists, psychiatric 
social workers, teachers, nurses and a variety 
of laboratory technicians. There frequently 
are, in addition, a large number of consult- 
ing professionals who serve the institution 
in a variety of ways, as needed. 


The nonprofessional therapy staff is to 
be found in the child care departments and 
is charged with the task of daily direction 
of the patients’ round of life. Such depart- 
ments are ordinarily operated with the view 
that the children’s daily life experiences 
will constitute a contribution to therapeutic 
progress. 

If the institution is not organized into a 
cottage system, the line workers in chiid 
care departments—-that is the “guides,” 
“adult leaders,” and so forth—have tradi- 
tionally been relatively untrained young 
persons, usually with some previous experi- 
ence with children in either community 
clubs or in camp settings. The average 
tenure of this level of personnel is not often 
more than two years. This is, however, 
considerably longer than the tenure of psy- 
chiatric residents who carry the major bur- 
den of individual psychotherapy in such 
hospitals, a fact which is of importance in 
the patterning of informal relationships be- 
tween patients and staff. Located adminis- 
tratively over the line workers may be found 
a smaller group of nonprofessionals who 
bear the title of “recreation directors,” “su- 
pervisors,” and the like. 

These staff-level child care workers are, 
typically, somewhat older nonprofessional, 
some with college degrees in various disci- 
plines. They tend to have been with a 
single institution for a number of years. In 
one instance, for example, the shortest ten- 
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ure of a supervisor was five years and the 
longest was over ten years. With the ex- 
ception of some maintenance personnel, 
supervisors often have, as a group, the long- 
est tenure of any set of functionaries in such 
institutions. 

The formal organization and distribution 
of authority in these kinds of hospitals is 
seldom altered upon the introduction of 
new functionaries. As a consequence, group 
workers tend to be placed initially either 
administratively above or below existing 
positions, rather than constituting a sepa- 
rate department. The resultant stresses 
are somewhat different, depending upon 
the level at which the new personnel are 
located. This paper focuses upon those in- 
stances in which group workers occupy posi- 
tions administratively below supervisory 
staff. 


AREAS OF STRESS 
AND CONTRADICTION 


The status stresses and role contradictions 
which characterize the relationships be- 
tween supervisors and group workers may 
be considered under seven rubrics: (1) dif- 
ferences in formal authority and decision- 
making powers, (2) contradictions between 
formal authority and external symbols of 
status, (3) differences in social backgrounds 
and social values, (4) differences in mobility 
as related to the implementation of therapy 
goals, (5) differential access to channels of 
communication through the hospital hier- 
archies in relation to differences in formal 
status, (6) the breakdown of consensus 
myths, and (7) differences in orientations 
toward the meaning of events within the 
hospital setting. Within each category may 
be found stresses and conflicts which im- 
pinge upon the attainment of therapy goals 
as well as upon the integrated functioning 
of the. total organizational system. 





FORMAL AUTHORITY 
AND DECISION-MAKING 


Supervisors ordinarily occupy positions of 

greater formal authority than do social 
group workers. The special role of group 
workers, however—especially when it is re- 
search-oriented as appears to be increasingly 
the case—presses them toward the exercise 
of decision-making powers which may be 
interpreted by supervisors as evidence of 
greater authority being given to their for- 
mal subordinates. And this appears to 
happen in spite of the fact that the research- 
oriented role of group workers is often 
viewed as a factor which would avoid con- 
flicts in authority roles. 

But the fulfillment of group work goals 
and research tasks involve role expectations 
for group workers which conflict with the 
formal status of supervisors. In one setting, 
for example, the role of the group workers 
includes serving as the line workers with a 
group of hyperaggressive boys as an experi- 
ment in homogeneous grouping and the ap- 
plication of group work techniques in a 
psychiatric setting. The supervisors, how- 
ever, still retain formal authority over the 
group workers who are actually carried on 
the table of organization as line workers in 
the child care department. 

One of the chief tasks of supervisors is to 
integrate the day to day routine of the 
patients with general hospital routines and 
special events such as laboratory appoint- 
ments, therapy interviews, visits from par- 
ents and so forth. But the experimental 
orientation of group workers leads them to 
define the administrative role of supervisors 
as disruptive of their research-like role. The 
job description of supervisors, as well as their 
own need to conform to an historically pat- 
terned set of expectations, makes it obliga- 
tory that they accept, as part of their own 
status, the retention of formal authority 
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powers over group workers. This is largely 
a consequence of the fact that from the 
point of view of supervisors, group workers 
are merely additional line workers who oc- 
cupy the usual subordinate status. But the 
role of experimental-research personnel 
leads group workers to define their own 
status as necessarily obviating the general- 
ized administrative authority of supervisors. 

Thus, while supervisors hold formal au- 
thority over group workers, it is difficult for 
them to make that authority meaningful 
and lawful. In such vertically organized 
systems, in which power is distributed in 
terms of amount rather than in terms of 
kind, supervisors have been the final intra- 
departmental source of decision-making 
with regard to daily disputes between pa- 
tients and between patients and line work- 
ers. Group workers, however, appear more 
inclined to feel that by virtue of their train- 
ing and research orientation, they ought 
properly make such dispute decisions; they 
are viewed by group workers as ongoing 
therapy interventions. But the supervisors 
view them as key points in administrative 
policy-making which might influence the 
future stability of the entire organizational 
system. Instances arise, therefore, in which 
group workers make “on-the-spot” decisions 
without consulting supervisors. Supervisors, 
charged as they are with the need to inte- 
grate experimental activities with adminis- 
trative control of the entire patient popula- 
tion, feel that policy decisions—however 
therapy-related—ought to be their preroga- 
tive. Hence, supervisors feel that such 
actions on the part of group workers are at- 
tempts to subvert their legitimate adminis- 
trative authority, but they are defined by 
group workers as meaningful and necessary 
patient individuation. 

To a large extent, the presence of this 
new set of functionaries in psychiatric in- 
stitutions poses potential schisms within 
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such hospitals. The resultant stresses on 
the formal authority structures make it dif- 
ficult for either supervisors or group work- 
ers to maintain the status which they hold 
or to enact the role expectations as they 
are obliged to do. 


EXTERNAL SYMBOLS OF STATUS 


A social system which is in a state of equi- 
librium may be partially characterized as 
one in which formal statuses are coexistent 
with appropriate gradations in external 
symbols. This does not appear to be typi- 
cally the case in the relationships between 
supervisors and group workers. Indeed, 
group workers (who have less formal power 
and authority) have the greatest amount 
and numbers of high status symbols while 
supervisors (who have the higher formal 
power and authority) have the fewer sym- 
bols of high status. 


In the past, line workers in such hospitals 
had only a minimum of administrative 
tasks which they were called upon to per- 
form. As a consequence, they did not re- 


quire much office space. But the new 
functionaries are often required to do a 
considerable amount of office-type work. 
This is particularly true if their role is at 
least partially research-oriented. Group 
workers, therefore, frequently occupy new 
and specially furnished offices which contain 
many of the usual accouterments of high 
status such as file cabinets, office chairs, 
dictaphones and the like. They frequently 
have greater access to the secretarial staff 
of such institutions than do supervisors for 
any writing or reporting they are called 
upon to do. Supervisors, on the other hand, 
commonly occupy smaller offices with few, 
if any, of the usual trappings of “white- 
collar” status, 

Identifying as they do with a widespread 
professionalized organization, group work- 
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ers often attend conventions and confer- 
ences, present and publish papers and have 
funds available to them for such activities. 
But because supervisors share no such com- 
mon identification, they ordinarily have no 
need for such high status activities and 
amenities. 

Differential need for secretarial assistance 
by supervisors and group workers results in 
situations in which group workers have, 
as subaltern personnel, members of the sec- 
retarial staff who are actually much closer 
to the upper levels of the administrative 
system than are the personnel who serve as 
subordinates to the supervisors. And the 
fact that the group workers are presumably 
subaltern to the supervisors makes for a 
stressful and incongruous pattern. 

A fourth source of stress and contradic- 
tion is typified in one institution in which 
part of the routine work schedule of the 
group workers includes one common day off 
each week during which they consult among 
themselves, prepare reports and papers and 
consult with members of the professional 
staff. But the supervisors’ schedules con- 
tain no such allowance. This stress is fur- 
ther intensified in view of the fact that part 
of the role of the supervisors is to plan the 
work schedules of the group workers as 
well as for themselves. This of course 
means that they are called upon to extend 
an important symbol of status to their for- 
mal subordinates with whom they stand in 
conflict in so many respects. An informal 
by-product of this pattern of the “adminis- 
trative day” of the group workers is that it 
gives them increased bonds of solidarity, a 
process which the supervisors find difficult 
to achieve. 

A further source of stress arises as a con- 
sequence of contradictions in income. 
Group workers typically stand on the same 
administrative level with all other line 
workers. Nonetheless, they receive much 








higher salaries than do the other line work- 
ers. And in those instances in which super- 
visors receive higher salaries than do group 
workers, the differentials are seldom so 
great as to conclude that no real difference 
in formal status actually exists. Further- 
more, supervisors are, as a group, less up- 
wardly mobile than are social group work- 
ers. As the vanguard of their profession in 
psychiatric settings, group workers tend to 
define their present positions chiefly as a 
base upon which will be built subsequent 
advances in status and income. Supervisors, 
on the other hand, tend to view their pres- 
ent positions, with the attendant status and 
income, as likely to remain relatively con- 
stant over time. As a result, supervisors 
tend to see the future as being potentially 
more stressful than even the present. 
Conversely, being generally younger than 
supervisors, social group workers in psychi- 
atric settings have generally been economi- 
cally productive for a shorter period of time 
than have their nonprofessional colleagues. 
As a consequence of this, supervisors have 
acquired more of the personal symbols of 
success and family status than have group 
workers. These contradictions are crystal- 
lized to the extent that group workers tend 
to consider themselves as having higher 
achieved and ascribed status than do the 
supervisors. Thus, the expectations of each 
group relative to appropriate symbols of 
status are reversed within the hospital set- 
ting for supervisors and somewhat more 
generally for social group workers. 


DIFFERENCES IN SOCIAL 
BACKGROUND AND SOCIAL VALUES 


Group workers and supervisors differ in 
terms of both social backgrounds and val- 
ues. Educational differences which func- 
tion as a source of stress are the most ap- 
parent. Professionally trained social group 
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workers have received graduate degrees 
from a school of social work. But child- 
care supervisors have, for the most part, no 
common bonds in terms of either kind or 
extent of formal academic training. The 
consensus which obtains among any given 
set of supervisors stems mainly from per- 
sonalized association over a period of years 
in one institutional setting. Among group 
workers, however, consensus is a conse- 
quence of their lateral identification with 
a professionalized body and a common aca- 
demic experience, neither of which is de- 
pendent upon a particular institution or 
particular persons. To put it concretely, 
group workers can quote “authorities” for 
their actions, while supervisors can refer 
only to their own personal experiences. The 
common conflict as between a “theoretical 
position” and “practical experience” arises 
chiefly from such differences in available 
models for identification, for while there is 
much conceptualized method in the founda- 
tion of group workers’ unity, there is much 
“charisma” among supervisors. The stress is 
increased to the extent that group workers 
are quite new to psychiatric hospitals and 
are usually keenly aware of their lack of 
experience, and supervisors may tend to be 
sensitive about their limited educational 
attainments. Partially as a consequence of 
having worked for a number of years in a 
professionally staffed hospital and probably 
partially a consequence of the “spirit of the 
times,” supervisors have a guarded—al- 
though deep—respect for formal education. 
Thus, supervisors are placed in the unenvi- 
able position of having to attempt to exer- 
cise authority and control over persons 
whom they fear and admire at the same 
time. 

A further source of stress arises from the 
fact that group workers and personnel at 
higher levels in the hospital system tend to 
be more similar educationally than are su- 
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pervisors and such persons. The feeling 
on the part of supervisors tends to be that 
there is potentially more consensus between 
group workers and high-power figures in 
the system than there is between themselves 
and power figures. Nonetheless, because 
the supervisors and high-level personnel in 
such institutions tend to be similar in terms 
of tenure and identification with a particu- 
lar institution, group workers tend to feel 
that greater consensus prevails between the 
supervisors and the members of the upper 
levels of the hierarchy. 

There are also stresses in terms of social 
values. By and large, supervisors—the “old 
guard”—envisage a kind of “model of nor- 
mality” against which the emotionally dis- 
turbed patients under their care are meas- 
ured. And the behavior model toward 
which they strive is that of an active and 
physically competent adolescent with com- 
petitive skills. In substance, it is a model 
of the active individualist. Group workers, 
on the other hand, tend to envisage a ther- 
apy model which consists, in its essentials, 
of a rational, logical, thoughtful and basi- 
cally democratic-humanistic person who re- 
lies more upon thinking, reflecting and 
verbalizing than he does upon mobile and 
active doing.* Such a basic conflict in eval- 
uative models has stress consequences in at 
least two ways: 

First, disputes arise as to what activities 
the two functionaries consider to be appro- 
priate for the hospitalized children. Super- 





8 As an expression of this general kind of ideology, 
see, for example, Davis, Kingsley,” Mental Hygiene 
and the Class Structure,” 578-98, and Seeley, John 
R., “Social Values, the Mental Health Movement, 
and Mental Health,” 599-612, in Arnold Rose, op. 
cit.; Canter, Grace, “The Group Worker in the 
Child Guidance Center,” in Group Work in the 
Psychiatric Setting, Harleigh B. Trecker, ed. (New 
York: Whiteside, Inc., and William Morrow and 
Co., 1955), 28-42. 
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visors tend to favor active physical games 
such as football, baseball and other similar 
“games in the mass” in which individual 
skills may be pitted against one another. 
Group workers, on the other hand, tend to 
favor less active games, quiet activities 
which involve small group interaction, the 
implementation of rational and democratic 
verbalization and so forth. In one setting 
in which group workers are the line per- 
sonnel of a group of acting-out patients, the 
general kinds of activities which are favored 
by supervisors are enhanced by the partici- 
pation of hyperactive preadolescents. In- 
deed, the success of the supervisors’ therapy 
model is contingent upon the presence of 
the acting-out group which constitutes 
nearly one quarter of the total patient pop- 
ulation. Yet because of the research role of 
the group workers, they are able to remove 
the acting-out patients from many routine 
mass activities in order to pursue the kinds 
of activities which they feel to be more 
appropriate. Thus, the supervisors are left 
in a situation in which they must attempt 
to maintain an active, mobile and physi- 
cally aggressive milieu through the use of 
younger, less able and somewhat more with- 
drawn and autistic patients. Second, the 
above contradiction is increased to the ex- 
tent that both functionaries share the con- 
flict in values as between the legitimacy 
of formal status (that of the supervisors) 
and the near-sacrosanct nature of research 
(that of the group workers). 


STAFF MOBILITY AND 
PATIENT IDENTIFICATION 


Partially as a result of their higher educa- 
tional attainment, their self-identification as 
free-floating professionals and their new- 
ness to psychiatric work, group workers are 
‘not likely to remain at any given institution 
for a long period of time. They are hori- 





zontally as well as vertically mobile. Super- 
visors, on the other hand, are generally less 
mobile and tend to identify with a particu- 
lar institution, One of the basic principles 
under which many group workers tend to 
operate in psychiatric settings, however, is 
to develop strong affectual bonds between 
the patients and themselves. Much of their 
energies are directed toward that end, to 
serve as surrogate parental figures. The 
members of the patient populations, how- 
ever, tend to be aware of the fact that line 
workers “‘come and go” but that supervisors 
can be depended upon to stay. As a result 
of their adaptation to institutional life, 
most of the patients’ identification is toward 
supervisors rather than toward group work- 
ers. There are other important reasons for 
this contradiction between identity as ideal 
and reality. 

Group workers represent basic change 
agents in the institutions to which they 
come, and the changes which they bring are 
resisted by the patient population as well 
as by the supervisors. The supervisors tend 
to resist because of the historical stake they 
have in the existing structure. The patients 
resist because fear of change is often a part 
of their pathology. 

And lastly, patient populations tend to 
be culturally and socially more similar to 
the supervisory personnel than to the new 
group workers. This is particularly true in 
institutions which draw their patients from 
geographically limited areas but recruit 
group workers from a far-flung institutional 
network. In terms of cultural underpin- 
ning it is often a case of supervisors and 
patients being allied against the group 
workers. The result is added stress upon 
the latter. But in terms of functional in- 
terdependency, it is frequently a case of the 
patients aligning themselves with the group 
workers against the supervisors. This is 
because the supervisors, in spite of all, rep- 
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resent bureaucratic and rigid rules, while 
the group workers represent the potential 
means by which they can be circumvented. 
The result is added stress upon supervisors, 
with the likelihood of a general feeling of 
distrust characterizing group workers, su- 
pervisors and patients alike. In addition, 
group workers are frequently granted spe- 
cial funds to purchase equipment suited to 
their goals. It is through alignment with 
the group workers that the patients may be 
able to acquire the material things that 
they want. ‘This, of course, is at the risk 
of incurring the displeasure of the super- 
visors. Supervisors are prone to consider 
such purchases as inequitable and a cause 
of difficulty in overseeing the general ad- 
ministrative round of life of the entire 
patient population. Thus, the presumably 
therapeutic processes ot affectual identifica- 
tion become less and less within the control 
of either supervisors or group workers and 
increasingly subject to the vagaries of rela- 
tionships among all three. 


DIFFERENTIAL ACCESS TO 
CHANNELS OF COMMUNICATION 


It might be expected that persons with 
higher formal status would also have greater 
access to communication channels through 
the organizational hierarchy, but the ex- 
pected pattern is frequently reversed with 
respect to group workers and supervisors. 

Because of their special training and pro- 
fessional membership, group workers find it 
easier than do supervisors to approach and 
discuss professional problems in _profes- 
sional jargon with other members of the 
staff. As is typical in many bureaucratic 
organizations, relationships among differ- 
ent levels in psychiatric hospitals are often 
on a friendly esprit de corps basis. When 
this is the case, differences in training, back- 
ground and frames of reference are of little 
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consequence. With the advent of group 
workers, however, relationships between the 
professional and nonprofessional staffs tend 
to acquire a somewhat more formalized 
quality. This is frequently interpreted by 
supervisors as an additional chink in their 
“status armor.” 

These changing relationships between de- 
partmental members result, however, in 
stresses upon the group workers as well. 
Realizing that cliques and friendship clus- 
ters had, before their arrival in such institu- 
tions, cut across departmental lines on a 


nonprofessional basis, group workers tend — 


to feel that they have not actually been ac- 
cepted into the informal organization 
within the hospitals on the same basis as 
supervisors. Thus, because of basic differ- 
ences in expectations, the supervisors feel 
that the group workers are subverting their 
authority by virtue of their greater access 
to formal communication channels. The 
group workers, on the other hand, may feel 
that supervisors are subverting their accept- 
ance into the total institutional system by 
virtue of their greater access to informal 
channels of communication. 

It is customary for line workers to at- 
tend hospital conferences dealing with treat- 
ment plans, intake policies and the like. 
Before the advent of group workers, how- 
ever, the role of the nonprofessional worker 
had ordinarily been of a fact-giving nature. 
More recently, however, group workers 
tend to play a far more active role in such 
all-hospital conferences by way of inter- 
pretation of facts, planning and policy de- 





9 See, Stanton Alfred H. and Morris S. Schwartz, 
The Mental Hospital: A Study of Institutional Par- 
ticipation in Psychiatric Illness and Treatment (New 
York: Basic Books, Inc., 1954). 

10 See, Bowman, Claude C., “Distortions of Reality 
as Factor in Morale,” in Arnold Rose, op. cit., 
393-407. 
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termination. For a number of reasons, 
mostly administrative in kind, supervisors 
do not ordinarily attend such meetings. 
Hence, the voice of the residential depart- 
ment (embodied largely in the supervisors) 
is heard through the group workers who 
stand, in so many respects, in conflict with 
the functionaries whom they presumably 
represent. This pattern is likely to be de- 
fined by supervisors not only as potentially 
threatening to their authority, but also as 
an expression of prestige being bestowed 
upon their subordinates which is not be- 
stowed upon them. 


BREAK-DOWN OF CONSENSUS MYTHS 


Stanton and Schwartz have discussed the 
functions served by consensus myths in psy- 
chiatric institutions. Over a period of 
time, functionaries develop implicit agree- 
ment as to proper means and ends; it is an 
emergent ideology. Also, Bowman has in- 
dicated the ways in which “distortions of 
reality” tend to forestall otherwise potential 
individual and social disorganization.!® 
The number and scope of such consensus 
myths increase upon the achievement of 
some measure of stability within an organ- 
ization, making possible concern with the 
isolated and day to day events that must be 
dealt with within the institution. The 
luxurious desire for analysis gives way to 
the need for action in specific situations. 
But whenever a new set of functionaries, 
with a new set of myths, is introduced into 
a system, the basis for consensus tends to be 
re-examined. A period of self-criticism 
emerges in which basic postulates, methods, 
meanings and goals come under close 
scrutiny. 

This appears to be what is happening 
with respect to group workers and other per- 
sonnel in psychiatric settings. Not only 
have the consensus myths of each function- 





ary been laid bare by the other, but each 
set of functionaries has inquired into the 
legitimacy of its own unspoken agreements. 
This process has been hastened by the fact 
that most group workers have had only 
limited experience in psychiatric work and 
supervisors are aware of the growing ac- 
ceptance of group workers in psychiatric 
hospitals. Thus, both functionaries tend 
to operate without the feelings of self- 
confidence and surety which had previously 
characterized their relationships with pa- 
tients. The breakdown of such consensus 
myths renders both supervisors and group 
workers less than stable and dependable in 
the eyes of the patient population. Deci- 
sions and pronouncements of one day may 
be reversed the next. Thus, the very in- 
securities which are characteristic of the 
histories of many psychiatric patients— 
particularly children—tend to be re-enacted 
within the hospitals in which they live. 


ORIENTATIONS TOWARD 
MEANINGS OF EVENTS 


Differences in the perceptual frames of ref- 
erence betwen the two functionaries tend to 
lead to conflicts in the interpretation of 
patient behavior as well as to the erection 
of obstacles to communication. This differ- 
ence is partially a consequence of differ- 
ences in training and values and partially 
a consequence of the roles which each plays 
within the system. 


Group workers tend to orient toward pa- | 


tient behavior in terms of a long-range view 
which is phrased in terms of the “culture” 
concept. Supervisors, on the other hand, 
tend to orient more toward the “here and 
now” in terms of concrete organizational 
and administrative problems. Both points 
of view are, indeed, part and parcel of their 
respective consensus myths. To this extent, 
group workers are less likely than are super- 
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visors to become disturbed or upset over 
disruptive behavior on the part of the pa- 
tients. If, for example, a new patient 
should suddenly begin to throw stones 
through windows, the group workers are 
likely to attribute the behavior to the pa- 
tient’s becoming adjusted to the informal 
culture of the patient population as a sub- 
system of values and expectations. Super- 
visors, on the other hand, are more likely to 
define it as a threatening impulse break- 
through which, if not handled immediately, 
is likely to lead to general disorganization 
and destruction. Or, if two or more of the 
more hostile patients suddenly show signs 
of developing a friendship, group workers 
are likely to view it as an interesting process 
of clique formation on the basis of symp- 
tomatology. But supervisors are more likely 
to see it as the development of a delinquent 
gang. As a consequence, the pronounce- 
ments of group workers concerning cultural 
values are regarded by supervisors as mean- 
ingless theorizing, while the concern of the 
supervisors with the “here and now” is 
viewed by group workers as crass expedi- 
ency. This basic difference in orientation 
toward time and meanings results in an in- 
ability of the two functionaries to communi- 
cate in any meaningful way and in conflicts 
concerning the proper mode of handling the 
patients under their care. 

Such stresses and contradictions cannot 
help but have important effects upon hos- 
pitalized patients. A few of such feedbacks 
will be pointed out. 


SOME EFFECTS UPON PATIENTS 


Not the least important feedback is the 
general tendency toward institutionaliza- 
tion and bureaucracy which such patterns 
effect. Part of the culture of psychiatric 
hospitals is the process known variously as 
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“testing” or “conning.” ‘This involves at- 
tempts by the patients to become aware of 
and ultimately to circumvent the bureau- 
cratic structure in which they find them- 
selves.11_ Patients “test” or “con” in order 
to be permitted to break rules and regula- 
tions, to be given special compensations and 
so forth. Such efforts to circumvent bureau- 
cratic systems present numerous problems 
within a relatively consistent organization— 
when the proscriptions which confront pa- 
tients are consistently patterned. But the 
problems which arise when the bureaucra<; 
is inconsistent and conflictive are all the 
more numerous. When supervisors and 
group workers present what are essentially 
dichotomous policy fronts in such institu- 
tions, the staff is constantly in danger of be- 
coming the means to be manipulated by the 
patients for their own ends.!2_ This is in con- 
trast to the previously existing situation (in 
what were basically consistent systems) in 
which rules only, not persons, were manipu- 
lated by patients. In view of the fact that 
much of treatment rationale depends upon 
the development of affectual ties between 
patients and the surrogate parents, such 
bureaucratic schisms acquire additional 
meaning with even more profound effects 
upon the treatment process. 





11 One schizophrenic boy, during a trip to a local 
park for a picnic lunch, remarked, “I don’t like to 
eat here, we can’t do what we want here.” Another 
remarked that he liked to go for his psychiatric 
interviews because he could “throw the paints 
around the room.” An older hyperaggressive boy 
for whom discharge was pending said that he did 
not want to leave because he would “have to go to 
jail now.” 

12An instance which exemplifies the attempt to 
manipulate staff, as persons, by patients is the re- 
mark of one boy. When he requested a special 
dispensation from one functionary and it was denied, 
he said, “You better let me do it or we'll get you 
fired like we did Mr. * 
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Secondly, the inconsistent lines of au- 
thority between supervisors and group 
workers are a source of confusion and 
anomie for the patients. In the face of ther- 
apy principles to provide a living situation 
for child patients which will offer them a 
set of consistent and dependable authority 
figures (generally in contrast to their per- 
sonal histories), the confusion of power and 
authority tends to obviate the realization of 
such adult figures. The group workers’ at- 
tempts to redirect the orders of supervisors 
and the supervisors’ attempts to maintain 
administrative control through change and 
modification of the policies of group work- 
ers can only be interpreted by the patients 
as indications of insecure, inconsistent and 
basically unreliable adults. 

Thirdly, the differential access to formal 
and informal communication channels has 
somewhat more general dysfunctions. Typ- 
ically, group workers have access to the 
formal channels while supervisors have ac- 
cess to the informal channels. As a conse- 
quence, those persons at the top of the ad- 
ministrative hierarchy receive conflicting 
and dichotomous information materials 
through different channels. The product 
of this is increased confusion at the upper 
levels of the administrative system. The 
more broad and generalized policy deci- 
sions are likely to be, therefore, a conse- 
quence of determining the relative credence 
of the various flows of information rather 
than a consequence of the actual substance 
of the decisions themselves. 

Lastly, however firm may be the adher- 
ence to the goal and purpose of treatment 
of patients, all mental institutions have the 
need to maintain some minimum of order 
and control. Less time and energies are 
available for the former to the extent that 
time and energies are directed toward the 
latter. The deterioration of order and con- 
trol appears to be a consequence of conflict 





and stress within the organizational system, 
particularly when it involves personnel who 
are in direct day to day contact with pa- 
tients. The need for order and control in- 
creases to the extent that “testing” and 
“conning” develop within the hospital. But 
when the concern with order increases, time 
and energies available for therapy decreases 
in terms of both individual motivations to 
be concerned with therapy goals and admin- 
istrative decisions bearing upon therapy 
policies. It may be expected, however, that 
as new professionals are introduced within 
existing hospital systems, the need for con- 
trol is likely to increase. 

The difficulties of enacting the preroga- 
tives of status as a consequence of contradic- 
tions in role expectations and other in- 
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formal patterns may well be a major source 
of organizational anxieties. In general it 
can be said that the ongoing professionaliza- 
tion of psychiatric institutions imposes a 
series of structured stresses and contradic- 
tions between the “old guard” and the “van- 
guard.” These strains, in turn, have im- 
portant effects upon the operation of the 
entire institutional setting. Greater famili- 
arity with the dynamics of role relationships 
in mental hospitals is likely to lead to an 
illumination of the latent anxieties to which 
they lead. And if it be determined that 
no immediate administrative action can 
alter what appears to be a sequential proc- 
ess of institutional change, it may at least 
be understood as a basic process of 
professionalization. 








ALLEN A. HOVDA, M.D. 
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Service attitudes of board and 


staff members of community 


mental health clinics 


CONCEPTIONS OF CLINIC 
AND BOARD FUNCTIONS 


The mental hygiene clinic! is a relatively 
novel social institution. It does not yet 
have traditions which fully define its social 
functions, aside from “aiding the mentally 
ill.” The problem of determining the 
proper range and importance of its various 
services is accentuated by the fact that the 
theories and concepts of prevention and 
amelioration in the area of mental hygiene 
are themselves in a state of evolution. 





Dr. Hovda is Chief of the Veterans Administration 
Mental Hygiene Clinic in Albuquerque, N. Mex.; 
Dr. Wiener is Chief Clinical Psychologist at the 
Veterans Administration Mental Hygiene Clinic in 
St. Paul, Minn. 

1The newer organizations in Minnesota prefer 
to be known as “mental health centers.” “Clinics,” 
as used in this paper, is the older term and is to 
be considered interchangeable here with “centers.” 
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According to Felix (2) the sponsorship of 
mental hygiene clinics was the culmination 
of the growing belief that it is important to 
diagnose and treat emotional disturbances 
early in their development in the commu- 
nity contexts in which they originate. Fed- 
eral financial aid to such a program came 
with the passage of the National Mental 
Health Act in 1947. While in 1946 only 24 
states had programs for mental health, to- 
day no state is without a program. 

How to evaluate the adequacy of existing 
clinic practices constitutes a difficult prob- 
lem. As Rooney (10) puts it, “... it is im- 
possible to decide whether you have done a 
good job when you are unclear of what you 
are trying to do.” Of course, the general 
aims of the community mental hygiene prac- 
tice can be specified. Novick (8) has listed 
them as: providing humane care for the 
mentally disturbed, furnishing scientific 
treatment, reducing the operation of factors 





contributing to mental disease and main- 
taining the mental health of the population 
at the highest possible level. It is a prob- 
lem, however, to decide how these ends may 
best be achieved and to what extent the 
clinic should concern itself with each of 
these goals. 

Some are concerned mainly with “internal 
clinic functions” as they are conducted in 
relationship to other community agencies 
(3, 5). They envision a progressive program 
which would include broadening of the 
type of case accepted, training of community 
agencies and nonprofessional groups, func- 
tioning as a re-referral agency and provid- 
ing for consultative services and seminars 
in case treatment. 

Coleman (1) and Maholick (7), on the 
other hand, are concerned with the possible 
overextension of clinic services which, al- 
though useful, may amount to “passing the 
buck” on performing therapy, especially 
when it appears unrewarding. 

The definition and interpretation of 
clinic functions are, of course, of special 
concern in the discussion between clinic 
staffs and the lay boards which often repre- 
sent the community. 

Garrity (4), Rogers (9), Rooney (10), Yol- 
les(11), and Lemkau, et al. (6), among 
others, have attempted to clarify the roles 
and relationships of board and staff. All 
stress the need for good community repre- 
sentation on the board and suggest that the 
membership be systematically rotated. 
They also agree that the board is ultimately 
responsible for policy decisions and the 
community-wide approach to preventive 
work. 

In summary, there seems to be agreement 
that an expansion of consultative and edu- 
cational practices is desirable in integrating 
the mental hygiene clinic into the commu- 
nity. There is considerable concern, how- 
ever, that this may be done too rapidly and 
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at the expense of the therapeutic goals of 
the clinic. To arrive at a reasonable pro- 
gram, it is necessary for the clinic board to 
work diligently with the professional staff, 
acquainting it with community needs and 
resources and endeavoring to promote men- 
tal hygiene through the clinic and related 
community agencies in an efficient, co-ordi- 
nated manner. The clinic should not be- 
come an isolated institution engaged in its 
interhal program apart from the com- 
munity. 


THE MINNESOTA PROGRAM 


The philosophy and problems connected 
with the Minnesota mental health clinic 
program repeat those stated above. The 
first clinic opened in 1923 and has con- 
tinued in St. Paul since 1924 under Wilder 
Foundation sponsorship. Of the other cur- 
rent programs, the Minneapolis schools 
service was established in 1924 and the 
Duluth clinic, in 1938. No new clinic was 
established until 1948. 

The great impetus to community clinic 
service, however, came in 1950 with legisla- 
tive action which precipitated a series of 
centers intended to blanket the state. By 
1959 there were seven community-wide pub- 
lic clinics in operation, and we decided to 
survey their attitudes. The newly devel- 
oped, widespread public clinic program of- 
fered excellent opportunity to determine 
staff and board attitudes before community 
and state pressures might produce uniform- 


ity. 
PROCEDURE 


A 14-item questionnaire (Table 1) was de- 
veloped and sent to all seven of the com- 
munity mental hygiene clinics in Minne- 
sota, with instructions to obtain responses 
from all members of the lay boards and 
professional staffs. While the respondents 
were not asked to sign their names, they 


41 





TABLE 1 


Items in questionnaire of attitudes 
toward community mental health 
services (purposes) 





1. To treat patients who have had previous hos- 
pitalization for mental illness; 

2. To evaluate and treat individuals with mental 
illness who never have had previous hospitalization; 

3. To treat emotionally disturbed children; 

4. To evaluate and treat mentally retarded chil- 
dren; 

5. To act in an advisory capacity to welfare agen- 
cies in the community; 

6. To assist the courts on a consultative basis; 

7. To have a community mental health educa- 
tional program; 

8. To have a smaller number of patients with 
long-term intensive treatment; 

9. To provide consultative services to physicians 
and other professional groups; 

10. To make studies of the community to evalu- 
ate mental health needs; 

11. To have a large number of patients with 
short-term treatment; 

12. To act in an advisory capacity with the school 
teachers in regard to the problem child; 

13. To consult with the public health nurse; 

14. List any other valuable service of the Mental 
Health Center that you believe should be offered 
by your clinic. 





were asked to indicate whether they were on 
the staff or board and were identified as to 
clinic location. There was extended fol- 
low-up to ensure total responsiveness as 
nearly as possible. 

Four primary hypotheses were evolved 
for testing: 

1. The mental health clinic staff is more 
interested in treatment of the highly moti- 
vated patient; mental health boards are 
more interested in treatment of the patient 
who is a community problem (Table 1, 
Items 1, 2, 3, 4). 

2. The clinic staff is more interested in 
long-term, intensive psychotherapy; mental 
health boards, in diagnostic and consulting 
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work and short-term therapy (Table 1, 
Items 4, 8, 11). 

3. The older the clinic, the greater the 
congruence between the attitudes held to- 
ward its services by its staff and its advisory 
board (Table 1, all items). 

4. The clinic staff is more interested in 
making general community mental health 
surveys of need; the boards, less interested 
in surveys and more interested in providing 
consulting services. (Table 1, Items, 5, 6, 
7, 9, 10, 12, 13). 

Analysis of variance was the major statis- 
tical tool used, but since no good statistical 
method seemed appropriate to determine 
the meaningfulness of the item differences, 
the average ranking of items is simply listed 
in the last part of this report. 


RESULTS 


Responses were obtained as requested from 
all seven of the community mental health 
clinics in Minnesota. At two clinics, how- 
ever, there were no lay boards, so these 
clinics were eliminated from further con- 
sideration. Of the 72 staff and board mem- 
bers at the five remaining clinics, 66 com- 
pleted the questionnaire. Missing were re- 
sponses from only one board member from 
one clinic and from five board members 
from another clinic with an unusually large 
board where the 12 who did respond would 
probably be the board at most places. The 
number of staff persons at the various 
clinics ranged from two to five, and the 
number of board members responding 
ranged from eight to twelve. 

Median ratings on a four-point scale were 
computed for each item and for boards 
and staffs separately for each community. 
These data were then subjected to analysis 
of variance to determine the effect of staff 
and board differences. 

With regard to hypothesis 1, it was antici- 
pated that board members would assign 








greater importance than staff members to 
treating patients who had been previously 
hospitalized, to treating emotionally dis- 
turbed children and to evaluating and treat- 
ing mentally retarded children, while staff 
members would give greater importance 
to the evaluation and treatment of clients 
who had never been hospitalized. 

The specific items involved in testing 
this hypothesis seemed to have greater in- 
fluence on the responses than did any gen- 
eral attitude toward treating certain kinds 
of patients. Some slight influence was con- 
tributed by the specific clinic involved, but 
there was no substantial difference between 
staff and board attitudes regarding this hy- 
pothesis. We do not find, then, that the 
boards prefer to treat the kind of patient 
who constitutes a community problem, 
while staff prefer to treat a “better” kind 
of case. 

With regard to hypothesis 2, we expected 
that staff members would assign greater 
importance to treating a small number of 
patients with long-term intensive psycho- 
therapy, while board members would as- 
sign greater importance to treating com- 
munity problems, such as mentally retarded 
children, and to having a large number of 
patients seen for short-term therapy. Here 
again, the greatest variance was contributed 
by the specific questionnaire item. There 
was no general set as we hypothesized and 
no significant difference between ratings of 
staff and board members. Again, also, dif- 
ferences from one community to another 
- appear to be more important than other 
_ factors, and we can tentatively conclude that 
board and staff members tend to agree in 
their attitudes. within a community, al- 
though there are differences in their com- 
bined ratings from one community to 
another. 

With regard to hypothesis 4, it was our 
general belief that board members would 
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give greatest emphasis to having the clinic 
provide consulting services to other impor- 
tant organizations in the community, such 
as county welfare agencies, physicians and 
teachers, while the staff members would 
give greater emphasis to making studies to 
evaluate community needs. Again, the 
specific items contributed the largest part 
of the variance, and there were also differ- 
ences from one community to another. 
However, there appeared to be no sub- 
stantial differences between staff and board 
members. 

Our hypothesis 3 was that there would be 
a relationship between the age of the clinic 
and congruence of attitudes between board 
and staff members—that is, the older the 
clinic, the more alike the opinions of board 
and staff members would be. Because of 
small numbers, we could not test this hy- 
pothesis very precisely and used only a 
computation of proportional discrepancies 
of ratings of staff and board members within 
each clinic. We then compared the two 
“old” clinics, founded over 15 years ago, 
with the three “new” clinics which were 
organized since then. We did obtain slight 
confirmation of this hypothesis, but the 
statistical method was so weak and the dif- 
ference so small that we give little weight 
to it. 

One final analysis was made: we com- 
puted a median rating for each of the 14 
items in our questionnaire for all clinics 
and all personnel considered together. The 
results can be seen in Table 2. 

It may be noted that Item 3, “to treat 
emotionally disturbed children,” is rated 
as the most important clinic function, with 
44 of the 66 respondints checking it as 
“most important.” Item 2, “to evaluate 
and treat individuals with mental illness 
who have never had previous hospitaliza- 
tion,” is rated next highest, with 37 check- 
ing it as “most important.” The next high- 
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TABLE 2 


Ratings of questionnaire items by 
staff and board members combined 








No. of No. of 
Item No. Median “1” Ratings “4” Ratings 
1 2.11 17 6 
2 3.41 6 37 
3 3.69 1 44 
4 1.41 39 7 
5 2.99 1 16 
6 2.99 2 17 
7 2.71 4 15 
8 1.90 28 8 
9 3.11 2 23 
10 2.07 27 6 
11 2.87 13 21 
12 3.03 4 20 
13 2.57 5 14 





(Note: The above statistics were obtained directly 
from the untransformed data, i.e., no categories have 
been folded-over. All seven clinics are represented.) 


est item received only 23 “most important” 
checks, but we can note iinet the next sev- 
eral items which rated high in importance 
concern providing consultative services of 
various types. 

Rated of least importance was “to evalu- 
ate and treat mentally retarded children,” 
checked as “least important” by 39 respond- 
ents, while Item 8, having to do with long- 
term, intensive treatment, Item 10 having 
to do with making studies of needs and 
Item 1, to treat previously hospitalized 
patients, also ranked low. 


SUMMARY AND CONCLUSIONS 


1. There is no basis in our data for believ- 
ing that staff and board attitudes differ sig- 
nificantly. Although there are differences 
in combined staff-board attitudes from one 
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community to another, these are not sub- 
stantially related to age of clinic. The par- 
ticular questionnaire items involved seems 
to be the most important variable, regard- 
less of community or type of respondent. 

2. There was a marked reluctance to use 
the “least important” term in our question- 
naire and to weight heavily answers in the 
direction of “important” and “most 
important.” 

3. Treating emotionally disturbed chil- 
dren, and caring for individuals with their 
first breakdown, along with providing con- 
sultative services, were generally regarded 
as the most important functions of the 
mental health clinics, while the care of 
mentally retarded children, providing long- 
term, intensive treatment, doing studies of 
community needs and treating the previ- 
ously hospitalized, received relatively low 
ratings. 

4. Since the specific questions asked and 
the location of the clinic had the greatest 
bearing upon the answers, we should fur- 
ther study other influences which contribute 
to these results. For example, what com- 
munity factors aside from age of the clinic 
have special effects? To what extent are 
board opinions influenced by staff, and vice 
versa? Does the presence or absence of 
other services in the community affect the 
rated importance of the services the clinic 
can offer (e.g., a low rating of service to 
mentally retarded children because of 
nearby state and public school facilities; a 
high rating of service to emotionally dis- 
turbed children because of lack of other 
facilities) ? 

5. Finally, the relatively low ratings as- 
signed to the making of studies and to the 
care of previously hospitalized patients— 
functions often considered the most impor- 
tant current needs in the mental health 
field—should perhaps be a matter of seri- 
ous concern to leaders in the field, subjects 








of further investigation and, possibly, the 
focus of educational efforts. 
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Improving poor work adjustment 


through psychodiagnostic evaluation 


It has been recognized for many years that 
emotional problems pose one of the greatest 
hindrances to satisfactory work adjustment.1 
Not only do such problems decrease the 
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1 See Fisher, V. E. and J. V. Hanna, The Dissatisfied 
Worker (New York: Macmillan Co., 1931); and 
Anderson, V. V., Psychiatry in Industry (New York: 
Harper & Bros., 1929). 

2 See Cronin, J. W., B. Solby and W. S. Wilder, “An 
Industrial Mental Hygiene Program for Federal 
Employees,” Public Health Reports, 60(45, 1945), 
1330. 
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satisfaction that the employee derives from 
his work, but they frequently cause him to 
be less productive and in extreme instances 
result in an inability to meet the demands 
of his position with even marginal ade- 
quacy. Emotional problems have, for ex- 
ample, been estimated to result in approxi- 
mately 20 per cent of the disability 
retirements from the Federal Civil Service.? 

Any organization employing large num- 
bers of people is, therefore, likely to be con- 
fronted from time to time with the problem 
of administrative management of those 
employees who appear to be performing 
inadequately on their jobs because of per- 
sonality disturbances. Because of the rela- 
tive frequency with which such situations 
occur, it is highly desirable to have an es- 
tablished means of handling them. In 
evaluating the need for a program to meet 
the challenge of emotional maladjustment 
in industry and in determining the char- 





acter of such a program, it is important to 
consider the asset that experienced em- 
ployees represent for their employer and 
society at large and also the generally ther- 
apeutic purpose served in maintaining 
persons in productive roles.* 

While preventive services would be 
stressed in a comprehensive industrial men- 
tal health program, in a beginning program 
provision must be made at least for the ac- 
commodation of employees who appear 
manifestly disturbed. This paper is con- 
cerned with the latter problem and focuses 
on the handling of workers whose emo- 
tional maladjustment has so interfered with 
their performance that their employers have 
all but given up hope of retaining their 
services. ‘The paper describes and evaluates 
one organized effort to appraise the con- 
tribution of emotional factors in the un- 
satisfactory work adjustment of these em- 
ployees, to determine whether the employees 
are able to continue working, and to make 
any indicated recommendations to the em- 
ployer that would assist in improving the 
employees’ work efficiency and behavior. 


PSYCHIATRIC FITNESS FOR 
DUTY EXAMINATIONS 


The program on which this study is based 
is operated by the U. S. Public Health Serv- 
ice Outpatient Clinic, Washington, D. C. 
This clinic, in addition to its other func- 
tions, undertakes “Fitness for Duty” (FFD) 
examinations of Federal employees. These 
examinations are conducted at the request 
of a governmental agency when an em- 
ployee shows a serious inability to perform 
the duties of his position because of what 
the agency believes may be reasons of physi- 
cal or emotional illness. 

It is the purpose of the FFD examination 
to determine whether the vocational prob- 
lem is related to a health difficulty and, if 
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so, whether retirement is indicated or 
whether treatment and/or some modifica- 
tion of the job could result in continued 
employment. Thus, personnel decisions 
concerning the employee can be made with 
the benefit of medical findings and recom- 
mendations regarding the employee. A de- 
termination of fitness for duty implies that 
there are no physical or mental conditions 
that prevent the meeting of the minimal 
requirements of the position. 

The general procedure for conducting 
FFD examinations at the PHS Outpatient 
Clinic in Washington, D. C., has been de- 
scribed by Levy et al. The process differs 
for employees who are referred for FFD ex- 
aminations which involve suspected psychi- 
atric disorders. Such persons are admitted 
to the clinic through the Physical Examina- 
tion Section where they are given a com- 
plete physical examination before referral 
to the Social Service and Neuropsychiatric 
Sections for further study. The patient is 
then discussed briefly at a joint staff con- 
ference of the members of the Social Serv- 
ice and the Neuropsychiatric Sections be- 
fore being seen by one of the social workers 
for an intake interview. A comprehensive 
psycho-social history is thus obtained, gen- 
erally in one, but sometimes more inter- 
views. The social worker contacts the em- 
ployee’s supervisor and personnel office at 
his agency, when indicated, in order to 
clarify the nature of the employee’s adjust- 
ment and work environment. The patient 
is next seen by a psychiatrist and is then 
usually referred to the psychologist for ad- 





8 See Solby, B., “A Theory of Mental Hygiene in 
Industry,” Mental Hygiene, 29(July, 1945), 353-71. 
4 See Levy, T., E. G. Pritchard, E. H. Levine, D. R. 
Kreit] and W. F. Simpson, Jr., “A Follow-up Survey 
of Fitness for Duty Examinations Among Federal 
Employees,” Industrial Medicine and Surgery, 21 
(October, 1952), 477-81. 
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ditional intellectual and psychodiagnostic 
evaluation. At the end of these evaluations 
the patient is staffed at a meeting attended 
by the social worker, psychiatrist and psy- 
chologist who have seen him, as well as by 
other members of the clinic staff who may 
desire to attend, such as the physician who 
examined him in the Physical Examinations 
Clinic. Decisions are made regarding the 
patient’s ability to continue working and 
whether treatment or change in job specifi- 
cations should be recommended. 

The patient is notified of the results of 
the examination in a final interview with 
the psychiatrist. While it is impossible to 
effect personality modificaiion or even atti- 
tude reorientation in a single interview, 
therapeutic techniques are utilized in con- 
veying to the patient the objective appraisal 
that has been made of his strengths and 
limitations and the nature of the recom- 
mendations that will be forwarded to his 
agency. The written report to the employer 
is often followed by telephone contacts in 
order to offer further interpretation of the 
recommendations and to gain the greatest 
co-operation from the agency. 


EVALUATION OF THE PROGRAM 


Three groups of questions arise concerning 
such a program of determining emotional 
fitness to continue working in one’s job: 

(1) What kinds of problems do people 
present who are referred for a FFD exami- 
nation; 

(2) What determinations are made re- 
garding their ability to stay on the job; and 

(3) What is the ultimate result of this 
procedure; do the employees eventually at- 
tain a better adjustment as a result of the 
program? 

In an attempt to secure answers to these 
questions, a study was made of case records 
of persons seen for psychiatric FFD exami- 


48 





nations at the PHS Outpatient Clinic in 
Washington. The subject population con- 
sisted of 50 cases seen between July, 1955, 
and September, 1957, and included all psy- 
chiatric FFD cases evaluated during that 
period. Social work, psychological, and 
psychiatric impressions and findings in the 
clinic records were utilized to provide in- 
formation on the agencies’ presenting com- 
plaints, the demographic and psychiatric 
characteristics of the study group and the 
clinic’s findings and recommendations. 
Follow-up information with regard to the 
employees’ later job adjustment was se- 
cured from each agency by means of a ques- 
tionnaire devised for this purpose. The 
questionnaire was worded so as to deter- 
mine the employee's adjustment on the job 
as of nine months following completion of 
his evaluation and forwarding of the clinic’s 
recommendations to the agency. 


THE EMPLOYEES AND 
THEIR WORK PROBLEMS 


The subject population consisted of 20 men 
and 30 women, of whom 36 were white and 
14 Negro. Four-fifths of the men were 
married; half of the women were single; 
another fourth of the women were widowed 
or divorced. The median age of the pa- 
tients was forty-two years. All of the pa- 
tients had had some high school education, 
and fully 34 per cent had had some college 
training. The majority of the GS (General 
Schedule) group was found in the lower 
grade levels, but 28 per cent were in GS-7 
and above. The great majority of the pa- 
tients were employed in clerical positions, 
while 10 per cent were in administrative 
and managerial positions, and 14 per cent 
were in scientific and other professional 
occupations. Six per cent of the patients 
held positions in the skilled trades. Sixty 
per cent of the patients had been employed 





in government for 12 or more years, while 
almost one-fourth had been so employed for 
20 years or longer. It should be noted that 
the above data are given only to provide 
descriptive information on the kinds of em- 
ployees who are referred for FFD examina- 
tions. These data cannot be used to infer 
what characteristics are associated with vo- 
cational maladjustment, for the base rates 
in the population are not known, nor are 
possible tendencies of the agencies to refer 
one kind of person rather than another for 
FFD evaluation known. 

Eleven of the patients were referred by 
the agencies because of manifestly peculiar 
behavior and/or difficult interpersonal re- 
lationships at work, while nine were re- 
ferred because of impaired work efficiency 
and/or poor attendance. A much greater 
number (23) were referred because of a 
combination of disturbances in overt be- 
havior, interpersonal relationships, work 
efficiency and attendance. Seven patients 
were referred not because of current diffi- 
culty at work but for psychiatric screening, 
usually because of a history of psychiatric 
disorder. 

Most of the cases were referred within a 
few months after initial manifestation of 
serious work problems, while a fairly large 
proportion was not referred until after 
much longer periods of time had elapsed. 

In 24 per cent of the cases, the agencies 
reported that serious problems of work 
adjustment had been observed for a period 
of over 18 months prior to referral for FFD 
examination. 

Sixty-six per cent of the patients substan- 
tially or completely denied any responsi- 
bility for the complaints made by the agen- 
cies. Nevertheless, it is interesting to observe 
that the great majority of the patients com- 
ported themselves in a pleasant manner 
and appeared superficially co-operative in 
presenting their views of their situations. 
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It should be noted that the data concerning 
the patients’ perceptions comprise the most 
subjective aspect of this report, but these 
data are based on ratings made independ- 
ently by the two investigators; these ratings 
were in general accord. 

Nineteen patients were diagnosed as psy- 
chotic, with diagnoses of paranoid schizo- 
phrenia established for the majority of 
them. Fifteen patients were diagnosed as 
having personality disorders, three as psy- 
choneurctic, and one each as chronic brain 
syndrome and paralysis agitans. Eleven 
were found to have no disabling emotional 
problems. 


DETERMINATIONS OF 
FITNESS FOR DUTY 


The clinic’s findings with respect to the fit- 
ness for duty of the patients included the 
following categories: 


(1) Fit for duty, unprovisional; 

(2) Fit for duty with proviso of job 
modification and/or psychotherapy; 

(3) Fit for duty, but consider for retire- 
ment if poor adjustment continues; 

(4) Temporarily fit for duty; re-evaluate 
in three months, if indicated; 

(5) Not fit for duty; 

(6) Not fit for duty, unless adjustment 
improves (which is exremely un- 
likely); 

(7) Not fit for duty, but suggest place- 
ment on leave status. 


The categorization of findings is an empiri- 
cal one based on the reports filed with the 


agencies. It may serve as a diagnostic 
model for future evaluation of FFD cases 
and for later research. Thirty-one patients 
(62 per cent of the total group) were found 
fit for duty with or without qualification, 
and the remaining 19 were found not fit 
for duty. In 21 of the FFD cases the deter- 
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mination of fitness for continued employ- 
ment was made without qualification. In 
many of the cases special recommendations 
were made to the patient’s agency that were 
deemed likely to facilitate his future voca- 
tional adjustment. These suggestions, 
which were not made conditions of the 
finding of fitness for duty, included such 
categories as “provide sympathetic, under- 
standing supervision,” “reduce responsibili- 
ties for meeting production standards,” and 
“deal kindly but firmly; require to maintain 
normal standards.” 

In four cases the finding of fitness was 
made contingent upon the patient's ob- 
taining psychotherapy and/or the agency’s 
ability to make modifications in the pa- 
tient’s job. In four other cases, the em- 
ployee was found currently fit for duty, but 
the agency was advised that if he failed to 
adjust in the future, he should be consid- 
ered for disability retirement. Two em- 
ployees were found conditionally fit for 
duty, subject to re-evaluation after three 
months if the employer thought it indicated. 

With regard to the 19 persons found to 
be not fit for duty, 14 were deemed not fit 
categorically while two were said to be not 
fit unless they could perform adequately, 
and the clinic evaluation suggested very 
strongly that they could not. In the final 
three not-fit-for-duty cases, the suggestion 
was made that the employee be continued 
on leave for it appeared that social re- 
covery with treatment would occur in a 
relatively short time. 

The proportion of patients who were 
found fit for duty was lowest for those with 
psychotic diagnoses, higher for those who 
were psychoneurotic, higher still for those 
with personality disorders, and highest for 
those who were determined to have no dis- 





5 See reference in footnote 4. 


50 


abling emotional problems. The propor- 
tion of paranoid schizophrenic patients 
who were found fit for duty was somewhat 
higher than the proportion of other psy- 
chotics. Relationships were also inspected 
between the nature of the agency’s com- 
plaints—for example, impaired work effi- 
ciency or poor interpersonal relationships 
—and the clinic’s determinations relative 
to fitness for duty, but no clear trends were 
apparent. 

It is noteworthy that of the 50 cases re- 
ferred for FFD examination—almost all of 
whom were on the verge of being forced 
into retirement—integrated evaluation 
from the points of view of social work, psy- 
chology and psychiatry found 62 per cent 
adequate to continue working. This com- 
pares with 73 per cent of the neuropsychi- 
atric cases in the Levy study who were 
found fit for duty. But what of the later 
adjustment of these patients? Were the 
determinations of the clinic staff possibly 
too biased in favor of the patient or too 
neglectful of the reality demands of the 
work situation? The follow-up portion of 
the study helps to answer these questions. 


FOLLOW-UP OF WORK ADJUSTMENT 


Fully 24 of the cases were still employed in 
their original agencies nine months after 
the completion of the evaluation in the 


clinic. Of the other 26, 17 had retired on 
medical disability; seven had resigned; and 
two had been terminated. One of the per- 
sons resigned to accept a better position in 
another agency. Thus, half of the 50 cases 
were gainfully employed nine months after 
their evaluation, and this group included 
24 of the 31 persons (77 per cent) who had 
been found fit for duty. This group also 
included one case who had been found not 
fit for duty, but to whom the agency per- 
sonnel office decided to offer counseling, 





and who responded excellently to this 
treatment. 

The follow-up questionnaires that the 
agencies completed included ratings for 
each of the employee’s performance of du- 
ties, relationships with co-workers and su- 
pervisors and use of leave. While a small 
number of the employed subjects were un- 
satisfactory in their work adjustment, most 
of them were adjusting adequately. 

The agencies’ ratings of the degree of 
helpfulness of the clinic’s FFD findings and 
recommendations were also obtained from 
the follow-up questionnaire. Even allow- 
ing for a possible tendency to respond in a 
positive direction, it would appear that 
most of the agencies replying to the ques- 
tion regarded the clinic’s work favorably. 


DISCUSSION 


The results of this study suggest that the 
determinations and recommendations of the 
FFD evaluations were instrumental in main- 
taining half of the cases in productive em- 
ployment. Undoubtedly some problems 
were faced by the employers in retaining 
these workers, but the value to the em- 
ployers of such an experienced group of 
workers was likely great as was the oppor- 
tunity to the employees themselves to con- 
tinue as productive members of society. 
The success of the program reported sug- 
gests that a more intensive and preventive 
approach to emotionally disturbed workers 
would effect even more striking results. 
The evaluations made by the clinic re- 
vealed strengths in the employees that had 
not been recognized by the employers but 
that could be utilized in improving work 
adjustment. It is interesting to note this 
fact in the light of the frequent complaint 
that members of the professions that work 
with emotionally disturbed people over- 
emphasize matters of psychopathology. In 


Improving poor work adjustment 


BROPHY AND HOROWITZ 


actuality, the best practice in personality 
assessment incorporates a balanced view of 
both assets and liabilities, so that the adap- 
tive potential of the individual is recog- 
nized as well as his emotional difficulties 
that stand in the way of realizing a better 
adjustment.® 

In any such evaluative setting where: pa- 
tients are seen at the request of someone 
else, the question arises of possible conflict 
of allegiance on the part of the evaluating 
agency. It is sometimes maintained that a 
clinic is overidentified with either the pa- 
tient or a bureaucratic interest. The clinic 


staff making the FFD evaluations met the 
problem of conflict of interest by adhering 
to the goal of making an objective appraisal 
of the worker’s emotional status and po- 
tential in relation to the demands of his 
job. In cases where such appraisal indi- 
cated potentiality for improvement in work 


adjustment, the possibility of continuing 
the patient in employment was thoroughly 
explored. The underlying philosophy of 
the clinic in this respect is that it is of 
value for persons to continue productive 
work whenever possible. The authors be- 
lieve that bias for or against any of the 
interested parties can be avoided if the 
diagnostic agency adopts a similar attitude 
and if its desired role is adequately defined. 


SUMMARY AND CONCLUSIONS 


This study describes and evaluates one sys- 
tematic attempt to meet the problem of 
serious emotional maladjustment at work. 
Fifty employees, almost all of whom were 





6 Super’s description of the philosophy of the new 
specialty of counseling psychology sets forth a sim- 
ilar viewpoint, contrasting an earlier focus on pa- 
thology with the present interest in “hygiology.” See 
Super, D. E., “Transition: From Vocational Guid- 
ance to Counseling Psychology,” Journal of Counsel- 
ing Psychology, 2(No. 1, 1955), 3-9. 
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on the verge of being terminated because of 
inability to adjust to their jobs and handle 
the demands of the work situation, were 
evaluated by a psychiatric team. It was 
thus determined whether each employee’s 
emotional status allowed continuation in 
productive employment and what recom- 
mendations could be made, in the light of 
thorough social and personality appraisal, 
to alleviate his difficulties. Sixty-two per 
cent of the employees were found to have 
the capacity to continue working, and nine 
months later 77 per cent of this group were, 
in fact, still engaged in productive employ- 
ment. 

The study documents the value of psy- 
chodiagnostic evaluation of employees who 
present serious problems of job adjustment. 


Although the specific program described 
is essentially a restorative one and repre- 
sents only an initial step in the develop- 
ment of a comprehensive industrial mental 
hygiene program, its value is clear from the 
follow-up data reported. It is suggested 
that even greater benefits might be derived 
through a more intensive and preventive 
program. 
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Meeting the problems of 


intake in child guidance and 


marital counseling 


The purpose of this paper is to describe 
some new and better procedures for clinics 
to consider using in meeting the pressing 
problems of mental health facilities of in- 
take and diagnosis and disposition planning 
for child guidance and for marital prob- 
lems. 


BACKGROUND 


The Bradley Center, Inc., established in 
May, 1955, by the W. C. and Sarah H. 
Bradley Foundation, is a nonprofit, out- 
patient psychiatric center. Its major func- 
tions are treatment, prevention, education 
and research. Services are available for 
both children and adults. For the past four 
years we have been confronted with all the 
problems of any new mental health center 
in attempting to develop the most adequate 
yet expedient methods and techniques for 
initial psychosocial diagnosis, disposition 
and treatment planning. 





Because of the nature of our organiza- 
tion, we and our Board of Directors have 
been concerned with studying present meth- 
ods and procedures very consciously and 
deliberately. When the center was first es- 
tablished in Columbus, a community of 
130,000 population, there were only two 
psychiatrists, one a private practitioner and 
the other, the director of the Bradley Cen- 
ter, Inc. At that time Columbus had no 
other psychiatric personnel. There were 
many individuals who needed and desired 
psychiatric treatment and who could afford 
moderate fees. These factors meant we 
had to: 1) find adequate procedures for di- 
agnoses and disposition planning; 2) find 
efficient methods to meet waiting list prob- 
lems; and 3) give service at a minimum 
cost. 





Miss Oakey is Chief Psychiatric Social Worker at 
The Bradley Center, Inc., Columbus, Ga. 
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Articles have been written recently offer- 
ing helpful plans to meet some of these 
problems by telephone screening or by 
group screening methods (1). Group ther- 
apy (3) is also offered as an effective tool to 
meet the waiting list problems. We feel 
we have found some additional answers to 
these problems of meeting community men- 
tal health needs in a redefinition of func- 
tions of clinic personnel as related to intake 
and in a type of preintake study which 
differs from any described in the literature 
known to the author. It should be empha- 
sized that we were not seeking short cuts 
but wanted quality performance to meet 
community needs, 

One of our first steps was to determine 
the function of each of the three disciplines 
in the clinic as they related to intake. When 
the psychiatric social worker first joined the 
staff with the psychiatrist and a psycholo- 
gist, traditional procedures of intake were 
used. This involved all three disciplines 
in each case. It meant that approximately 
three weeks or more was required to com- 
plete an evaluation and to make a disposi- 
tion. This is not only time-consuming and 
delaying in offering service to the patient; 
it also proved too costly in a private clinic. 
These factors made for some misunder- 
standing and complaint by such important 
sources of referral as physicians. 

After we (the staff) had worked together 
for a period of some months, we began to 
spend many hours studying and evaluating 
our services to determine the validity or 
necessity for multidisciplinary involvement 
in all cases. Various means of solving in- 
take problems were explored: for example, 
having the psychiatric social worker and 
psychologist responsible for the initial fam- 
ily and child work-up and then have the 
parents meet for a joint consultation with 
the staff which included the psychiatrist 
director, a psychologist, and two social 
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workers. After some months we were still 
not satisfied with this approach to intake. 


OUR PRESENT PROCEDURES 
Responsibility of Staff 


The staff had moved into another phase 
of its program by the end of the second 
year, that of research and developing some 
procedures and methods for the assessment 
of mental health. In so doing, we devel- 
oped some preintake procedures which will 
be described in more detail; along with this, 
we determined a better division of profes- 
sional responsibility for intake. The pre- 
intake information enabled us to screen and 
make these decisions. 

The psychiatrist director would see all 
adult patients initially for diagnosis and 
disposition. The psychiatric social worker 
would see parents—also the children—in 
cases where the problem was primarily a 
relationship conflict. She would also see 
patients with marital problems. The clini- 
cal psychologist would see parents and chil- 
dren in cases where the referral was based 
on learning difficulties, suspected brain 
damage or bizarre behavior or a suspected 
psychosis needing psychological examina- 
tion. We felt this would be a more efficient 
way to use the disciplines in the areas 
where they could rightfully function inde- 
pendently and yet collaboratively, as 
needed. All of our intake procedures are 
explained very carefully to parents or mar- 
ried couples who call for appointments. 


1. Child Guidance Study Procedures 


While developing the procedures for re- 
search in mental health assessment, we pro- 
duced some preintake material which 
seemed to add greatly to the clinical study 
of a patient. A biographical outline was 
devised for the parents to complete prior 





to the initial consultation with the social 
worker. In this outline they describe the 
current problems of their child and supply 
background history and family information. 
In addition to the biographical outline we 
also ask the junior and senior high school 
students to complete the Mooney Problem 
Check List. The parents are requested to 
participate in the preintake study, too, by 
each taking two psychological tests, the 
Mooney Problem Check List, Adult Form 
and the Cornell Index. With this back- 
ground information a tentative psychoso- 
cial diagnosis and screening could be made 
to determine if psychological or psychiatric 
examination is indicated. If not, the par- 
ents and child are seen by the psychiatric 
social worker in one or two consultations. 
At this time there can be some assessment 
of the parent-child relationship and the 
child’s feelings about his problems and 
about coming to the Center. Some assess- 
ment can also be made of how much the 
child acts out or has internalized his prob- 
lems and of his ability to relate and make 
use of therapy. 

The third step or disposition conference 
is held with the parents by the psychiatric 
social worker unless contraindicated. Dispo- 
sitions and recommendations are discussed 
with the psychiatrist director and plans are 
made for continued treatment, if so indi- 
cated, and an appropriate staff member is 
assigned for therapy. The total intake pro- 
cedure usually involves approximately three 
hours of consultation time by just the one 
staff member, compared to the hours of 
clinic staff time formerly used for this 


purpose. 
2. Marital Problems 


If the request for service is made in terms 
of a marital relationship conflict, we also use 
preconsultation procedures and ask the 
couple to participate in the diagnosis and 
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evaluation of their difficulties. We devel- 
oped an outline of biographical information 
for adults to complete, and each individual 
is asked to complete this on his own, pri- 
vately. Each individual is also asked to 
take the two psychological tests, Mooney 
Problem Check List and Cornell Index, 
which are completed prior to the joint con- 
sultation with the psychiatric social worker. 
This advance information helps focus the 
problem for all three individuals and to 
evaluate whether it is a marital problem or 
whether one or both parties are suffering 
from some intrapsychic conflicts requiring 
treatment. Ordinarily the preintake par- 


ticipation and information—plus one con- 
sultation—is sufficient for a diagnosis and 
disposition to be made. If further psycho- 
logical testing or individual consultations 
with the couple are indicated prior to a 
disposition, this, of course, is arranged. 


FINDINGS 


We have had approximately 15 months of 
experience using the above division of re- 
sponsibility for intake and the described 
preintake procedures. The same preintake 
procedures are used with all adult patients 
with equal success. We have found that 
with this division of intake responsibility 
we have no waiting list for intake. The 
preintake participation of the patients or 
parents serves as a screening device, and we 
do not have broken appointments. There 
is a saving of hours of staff time by the 
division of responsibility for intake so that 
all three disciplines are not routinely in- 
volved in each case. Patients and sources 
of referral also seem to see this as the logi- 
cal division of functions of staff members. 

In children’s cases, the fact that parents 
participate in the study gives us a good 
estimation of how much they are involved 
in the child’s problem and their willing- 
ness to participate in treatment. With 
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preintake data and tests available, a first 
interview is much more quickly pointed and 
meaningful. 

The author would agree with this state- 
ment by Hallowitz and Cutter: 

“Although regarded primarily as helpful 
planning for families, early referrals also 
bring about economies for the clinic in sub- 
stantial saving of staff time and ultimately 
in a smaller and more manageable waiting 
list.” 

They also refer to “the values of the ma- 
terial gathered during the preintake phase 
in preparing for intake interviews,” adding 
that “the preintake phase is both the begin- 
ning and the bridge for deeper involve- 
ment of the parents through the ongoing 
intake process (2).” 


CONCLUSIONS 


It is the conclusion of the staff that our 
present division of intake responsibility is 
a more efficient method of using profes- 
sional capabilities. It has allowed the staff 
to use their time independently and more 
effectively. These procedures have provided 
us with better diagnostic tools and reduced 
the number of hours and, thus, lowered the 
cost to patients. 

The reaction of patients to the responsi- 
bility of participation in preintake studies 
has been favorable. The author has been 
asked if it was demanding too much of peo- 
ple in need of services to expose themselves 
this intimately before they had an opportu- 
nity to relate to the therapist. We have 
not found this to be true. 

With the careful explanations given at 
the time of a call or request for help, such 
resistance would be detected. In the au- 
thor’s opinion, only three applicants with- 


drew from a consultation where this might 
even remotely have been a deterrent. In 
those particular cases, the motivation of the 
parents was so minimal that it was doubtful 
if they would have returned anyway; there- 
fore, this was a good screening device. Par- 
ticipation by the adult patient or parent in 
the preintake phase has been found to 
stimulate his responsibility and to help 
discover the problems. For example, one 
mother recently completed a biography of 
her child’s behavior problem, and after 
answering some of the questions about the 
family situation, came to a correct diagno- 
sis that it was not a self-perpetuated prob- 
lem on the child’s part but part of a family 
situational problem. Thus the consultation 
was more pointed and meaningful with 
some focus already on the problems. 

We believe it is important for every 
mental health center to continue to explore 
every means possible for staffs to render 
more efficient service, eliminate long wait- 
ing lists and reduce high costs of treatment 
to patients and the community. We find 
our methods are a step closer to the solu- 
tion of some of these problems. 
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An open service in a 
university psychiatric clinic 


When psychotherapy was made available to 
students at the University of California, it 
was necessary to formulate a philosophy of 
treatment. The keystone of this philoso- 
phy, from the beginning, was an open serv- 
ice policy. An open service policy means 
that any student requesting an interview 
is seen promptly; that is, within a few days. 
This policy has profoundly influenced the 
nature of psychotherapeutic services. 
Inseparable from this basic philosophy is 
the proposition that ego-oriented therapy, 
of however brief duration, made available 
at the opportune moment, constitutes a use- 
ful therapeutic transaction.” 
Psychotherapy geared to emergent needs 
of individual students seems to be the treat- 
ment of choice for many of the patients we 
see, if we are able to see them immediately. 
Although it is our impression that this 
is true for many psychiatric patients in 
any setting, we realize that the college 
years with their new stimuli provide an 
unusual abundance of opportunity for 
carrying inner change into action. During 
these years many choices inevitably are 


being made. These choices may be regres- 
sive; they may perpetuate current patterns; 
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1 Psychiatric services were instituted in 1945 by Dr. 
William Goodricke Donald, then Director of the 
Student Health Service. Since its inception, Dr. 
Saxton T. Pope has been the Director of this De- 
partment of Psychiatry. The therapeutic staff is 
made up of psychiatrists, psychologists and psychi- 
atric social workers, spending an average total of 
711 hours per week at the present time. 
2 Duration of Therapeutic Contact with Patients in 
a Student Health Clinic between July 1, 1956, and 
June 30, 1957: 
No.; One 2-4 5-10 25&over Total 
954 
% 19.6 24.2 3.5 2.9 5.8 100 
The total includes patients whose last visit took 
place during this year and whose cases were close4, 
i.e., with whom treatment was not continued past 
June 30, 1957, although patients might later reapply. 


57 


11-24 








or they may reflect growth and increased 
maturity. The aspects of the personality 
that are confirmed in these successive choices 
are consolidated and strengthened into a 
personal identity. The heightened anxiety 
which prompts request for help at a par- 
ticular time is indicative of potentiality for 
change. This can be used to help a patient 
clarify emergent conflict in its relation to 
the ongoing pattern of his life and in a 
manner that facilitates integration and 
growth. 

This open service policy contrasts with 
the practice in many psychiatric clinics of 
screening applicants. On the basis of the 
initial diagnostic evaluation, patients are 
accepted, rejected or placed on a waiting 
list for treatment. In this frame of refer- 
ence, two important things happen: 

First, the very nature and intent of an 
interview structured in this way inevitably 
influences the applicant in the direction of 
long-term treatment expectations and tends 
to screen out persons who could make the 
most effective use of brief therapy. 

Secondly, in a screening type of intake 
interview, which helps dictate his fate, the 
patient responds (regardless of the skill of 
the initial interviewer) to the authoritative 
implications of the interview. Formal 
screening and disposition automatically put 
the applicant in the position of being the 
victim of the authority’s verdict, no matter 
how this may be tempered. The authori- 
tative framework makes it more difficult for 
both patient and therapist to distinguish 
between the patient’s reaction to this par- 
ticular transaction and the habitual atti- 
tudes he would bring to any authoritative 
situation. The initial interview, to some 
degree, becomes a re-enactment of the par- 





8 See Sarvis, Mary, Sally Dewees and Ruth F. John- 
son, “A Concept of Ego-Oriented Psychotherapy,” 
Psychiatry, 22(August, 1959), 277-87. 
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ent-child relationship, calling forth the atti- 
tudes which he has used in the past. If the 
patient is selected, he is likely to feel that it 
was because he was judged to be outstand- 
ingly sick, convincing, appealing—some du- 
plication of his predominant infantile feel- 
ings about himself. If he is not selected, 
his reaction is apt to be self-blaming or 
other-blaming, whatever attitudes have been 
typical for him. While these distortions 
may appear and must be dealt with in any 
psychotherapeutic relationship, they are 
maximized when the initial interviews are 
constructed along diagnostic and, hence, 
authoritative lines. The increased level of 
defensiveness and resistance, with stimula- 
tion of regressive impulses, is more difficult 
to evaluate when, by the nature of the pro- 
cedure itself, the patient’s autonomy is 
threatened. 

The psychological task of most of our 
students is to increase awareness so they 
may free themselves from the infantile as- 
pects of their family relationships and be- 
come more responsibly self-determining. 
This task includes the need to identify, as 
progressively-becoming adults, with the 
larger community, with their own potential 
status as marital partners and parents and 
with their productive contributions in work. 
Hence, it seems especially pertinent that 
university facilities which offer psychothera- 
peutic aid to students do so in a framework 
which inherently invites maximal auton- 
omy. 

The policy of open service presupposes a 
time limitation in which neither patient nor 
therapist conceives of systematic character- 
ological exploration as the therapeutic aim. 
However, we are not proposing as a thera- 
peutic goal mere social “adjustment” or 
the “sealing over of difficulties”. The focus 
of treatment evolves out of the genetic and 
current material, always slanted in the di- 
rection of ego-integrative understanding.’ 








We conceive of life as a process of adaptive- 
maladaptive integrations in which the indi- 
vidual may, at various times, find psycho- 
therapeutic help useful tohim. The results 
of any therapy are subject to the vicissi- 
tudes of the patient’s subsequent life 
experiences. 

We believe that ego-oriented, relatively 
time-limited psychotherapy is useful to per- 
sons with a much broader range of psycho- 
therapeutic problems than might be 
thought, although it is not of optimal use 
to all patients who request help. There 
are situations in which more nearly analytic 
conditions are necessary for sufficient 
change. In such cases, we consider it our 


goal to clarify this fact with the patient and 
to expedite his working out such a plan of 
his own. With others, the degree of emo- 
tional impairment or the fears and doubts 
about therapy make an ego-oriented brief 
therapy the best beginning. Finally, there 


are many cases in which it is felt the patient 
could make advantageous use of either ego- 
oriented psychotherapy or psychoanalysis. 
Here, such issues as finances, the patient’s 
capacity to tolerate anxiety, his current 
therapeutic goal and his long-term life plans 
become the determining criteria in his 
choice of treatment. 


Our theoretical framework is psycho- 
analytic. It is the difference in methodology 
and process that we are attempting to de- 
fine. The patient is not restricted to cur- 
rent data. He is not encouraged to sup- 
press or circumvent or adjust. However, 
the therapist makes every effort to avoid 
the development of unnecessary infantile 
patterns in the treatment. When transfer- 
ence manifestations are in evidence, the aim 
is to make immediate therapeutic use of 
them through clarification in a realistic 
direction. The therapist listens for the 
emotional pattern which is preconscious in 
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the patient and which is being expressed 
indirectly. 

By way of illustrating this concept, let us 
consider a hypothetical young man with 
passivity problems connected, in part, with 
his relations to an indirectly domineering, 
overprotective mother. He might come to 
the clinic with a conscious awareness of 
difficulties with the mother which needed 
to be integrated and worked through in 
connection with other interpersonal and 
subjective problems. If so, his therapeutic 
explorations would be automatically ego- 
directed. He might, however, come in with- 
out recognizing the pathogenic aspects of 
his relationship with her, but might give 
concrete data (albeit, incidentally or with- 
out recognizing its significance). Such a 
presentation would enable the therapist to 
make emotional sense of the pattern and 
then, using these concrete data, to direct 
the patient’s attention to the preconscious 
indications in such a way that ego mastery 
is expanded. In a third instance, he might 
come in saying, in effect, “I had the most 
perfect mother in the world,” disclaiming 
any memories or material to suggest other- 
wise—usually, of course, with a general 
paucity of recall. In this case, whatever in- 
ferences the therapist might make about 
the nature of the mother-child relationship 
from the patient’s symptoms or character 
structure, the inferences would not be ther- 
apeutically useful at this point. After an 
exploratory period, if no modification oc- 
curred, it might be assumed that the patient 
could make better use of a more extended, 
systematically analytical therapeutic experi- 
ence. 

The task of the therapist, then, is to 
listen actively for the patient’s character- 
istic emotional pattern as it is being ex- 
pressed both in the emergent situation 
which brought him to the clinic and in his 
account of the past. As this pattern is per- 
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ceived, the therapist begins to formulate it 
with the patient in adaptive or ego-oriented 
terms. The amount of active responsibility 
assumed by the therapist in this process de- 
pends on the level of ego function of the 
patient. The nature, amount and timing of 
intervention is aimed always toward increas- 
ing a patient’s autonomy and mastery. 

The goal in an individual case develops 
through a mutual process which begins in 
the earliest moments of the initial interview 
and continues to the end of the given trans- 
action. Neither the therapist's evaluation 
of the patient’s pathology nor the patient’s 
initial formulation of his problems or aims 
determines the therapeutic goal. The in- 
teraction between patient and therapist op- 
erates within two frames of reference: ego 
orientation and time limitation. The goal 
emerges; it is not predetermined. The pa- 
tient dictates it (the ceiling of the given 
venture) by what he is able to bring to 
therapy: that is, by what is preconscious or 
accessible to exploration at a given time and 
by what use he is able to make of this ma- 
terial. The therapist, on his part, facilitates 
the therapeutic process by perceiving and 
reacting to the preconscious trends in the 
patient and maintaining an ego-adaptive 
focus rather than being content with con- 
scious material or waiting for unconscious 
trends to emerge. A case example may 
clarify some of the statements we have made. 

A twenty-three-year old student made 
written application to the clinic in the 
following words: “I get out of control 
sometimes; I feel that my circumstances 
are horrible and unnatural in some pecu- 
liar, almost ‘occult’ way. I like to share 
things but often people seem like stone 
walls or social mechanisms, or so weak that 
I could ‘crush them out of existence,’ so to 
speak, though I don’t want to do this, and 
I think the whole thing is pretty silly. 
Other times I feel inferior to everybody.” 
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When this student was seen on the same 
day she applied, she turned out to be a tall, 
angular, appealing girl with doe-like eyes. 
Her manner was tentative and frightened. 
She seemed watchful, poised for flight. Al- 
though her subterranean anxiety and panic 
could be clearly inferred, she spoke without 
emotion. Objectively, she showed little 
realistic judgment. She not only talked 
incoherently but viewed her thought proc- 
esses as irrational. The family had hos- 
pitalized her in a peremptory way sev- 
eral years before when she had suffered an 
acute psychotic episode. Now she was 
afraid that her emotions would once more 
overwhelm her. She was struggling with a 
sense of danger which she could not handle 
enough to put into words. Obviously, al- 
though she could not say so, the brief period 
of hospitalization had been a traumatic ex- 
perience. It reinforced her fears of others’ 
omnipotence and of her own insignificance 
and strengthened her conviction that any- 
thing that had to do with her inner self, the 
expression of her feelings, was bad and must 
be denied at all costs. Everything she did 
and said reflected doubt of the validity of 
her perception and judgment. 

The first of the patient’s productions 
which made emotional sense to the thera- 
pist had to do with one of the precipitating 
causes of her panic. An assignment in 
physical education early in the day had 
been to lie flat on the floor, eyes closed, and 
imagine the location of various muscles in 
the body. The patient became acutely 
anxious and ran from the room. Still filled 
with fear, she had come to the clinic. The 
therapist responded to her bland statement 
by saying that it wasn’t surprising that the 
student should feel panicky under these 
circumstances. “The situation is one that 
would increase anyone’s sense of isolation 
and defenselessness. After all, the cues 
from observing what goes on around us are 





what give us a sense of reality.” The pa- 
tient reacted with relief, becoming less 
anxious and more coherent. The therapist 
listened further and became aware that the 
unemotional language in which this girl 
was speaking was in sharp contrast to her 
intense inner struggle. However, through 
oblique statements and nonverbal cues, she 
was able to let the therapist perceive what 
was going on. Indeed, she was expressing 
very accurately her subjective reality of the 
moment: namely, that she was fighting for 
her existence as a separate being. It was to 
this subjective pattern that the therapist 
related. Gradually it became clear that 
this was the pattern of a lifelong conflict. 

The therapist responded in a way which 
gave an ego focus. She did not encourage 
the student's continued rumination about 
feelings of helplessness and persecution. 
The crescendo of anxiety that came with 
the “confession” of destructive impulses 
was not allowed to build. It seemed a 
healthy sign that, under the circumstances, 
this girl had come to the clinic. What the 
therapist did do was to express her aware- 
ness of the patient’s feelings of desperation 
in a manner which served to reinforce the 
student’s integrative rather than her regres- 
sive potential. The therapist said that it 
seemed the patient was saying she couldn’t 
trust her feelings or responses. Wouldn’t 
it make more sense to put energy into un- 
derstanding what those feelings were and 
why she had come to feel that way rather 
than to expend it pretending she didn’t 
feel at all? This intervention gave her a 
place to take hold. 

The student was seen eight times on a 
weekly basis. She was able to respond con- 
structively to this ego-oriented focus. As 
the responses, which had previously seemed 
irrational and alien to her, became clearly 
meaningful, she grew less confused and ap- 
prehensive. Gradually she gained enough 
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distance from her feelings to conceive of 
herself as a person with problems which 
she might do something about if she chose. 
She continued to test the validity of her 
perceptions and the trustworthiness of her 
feelings. The progress she made brought 
renewed confidence and further gains 
through her improved relationships with 
others and her increasing acceptance of 
herself. Over the next two years, she was 
seen infrequently at critical points when she 
chose to come in. it was clear that she con- 
tinued to make progress in self-realization. 


There are three points we wish to em- 
phasize. In the first place, this patient, in 
spite of her decompensation, was able to 
communicate enough of her emotional situ- 
ation for it to make sense to the therapist. 
Secondly, the therapist made a concerted 
effort to perceive this pattern—to under- 
stand the disruption that brought the girl 
in at that time and to empathize with her 
struggle. And in the third place, the thera- 
peutic task was conceived of as helping the 
patient make active use of this awareness to 
achieve some sense of continuity and of 
identity. She learned to evaluate her own 
perceptions in relation to inner and outer 
reality and to act accordingly. 

There are two crucial administrative de- 
terminants for the practice of ego-oriented 
psychotherapy. An open service policy 
must be maintained. The experienced ini- 
tial interviewer must have the authority to 
proceed with a case and not have to wait 
for a dispositional intake conference. 

The concept of the adaptive-maladaptive 
process and the effort of a therapist to gear 
into the patient’s emergent conflict empha- 
sizes the importance of maintaining an open 
service. A large majority of the patients 
who apply at the Cowell Psychiatric Clinic 
are seen within a period of two or three 
days. When it seems advisable, a stu- 
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dent can be seen on the day he applies. 
Time must be available for seeing patients 
as warranted dynamically. When inter- 
ruptions are mutually agreed upon, and 
a therapist says, “Return at any point you 
feel it would be useful,” he must be in 
a position to keep his side of the bargain. 
This degree of flexibility in clinic operation 
is obviously difficult to achieve, particularly 
if one also specifies that the duration of a 
therapeutic transaction should be set dy- 
namically and not by the imposition of ar- 
bitrary, predetermined time limitation. 
The total number of interruptions and 
terminations must equal the total number 
of applications for treatment. In a college 
community increased applications at criti- 
cal points in the academic year may re- 
quire some interruptions on grounds of 
expediency. Interruptions can be pianned 
with this periodic rise in mind. Our ex- 
perience indicates that if a therapist is 


committed to ego-oriented therapy, his 
skill and experience with such an ap- 
proach does enable him to manage a larger 
number of interruptions on the basis of 


therapeutic considerations. Less experi- 
enced therapists more often find it neces- 
sary to use arbitrary time limits, possibly 
because an ego-oriented focus has not been 
maintained throughout treatment. If both 
patient and therapist operate with the ever- 
present awareness that the therapeutic 
transaction is time-limited, it seems that the 
therapy of many patients follows a natural 
sequence: exploration of the emergent 
problem, working through on an ego level 
and a period of synthesis. The patient 
leaves, not with the idea that his preblems 
are completely solved, but with new insights 
or shifts in direction which it will be useful 
for him to try out on his own. Further de- 
velopment and consolidation occurs out- 
side formal therapy. Again, a clinical ex- 
ample may be useful. 
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A twenty-seven-year old student presented 
herself to the clinic as a “hopeless, ineffec- 
tual mess.” She came in an acute exacerba- 
tion of anxiety with a plethora of crippling 
emotional and somatic symptoms. She was 
all too eager to present this as the chronic 
state of affairs. However, it soon became 
apparent that she had excellent ego capacity 
and was functioning well. 


As in any dynamic method, the therapist 
did not relate to the patient on the basis 
of her defensive level of presentation or 
respond to her provocative, infantile dis- 
tortions. In contrast to the previous case, 
however, active initial focusing was contra- 
indicated. This patient was already ego- 
oriented and moving in the direction of in- 
sight and growth. She needed, first of all, 
time and freedom to sort out her conflicting 
feelings. ‘Throughout, therapeutic inter- 
ventions were minimal with this student 
for the obvious reason that to offer what 
was not needed would serve to weaken her 
sound autonomous functioning and would 
increase transference complications. Still, 
intervention, when indicated, was geared to 
expansion of ego mastery. Most of the 
therapist’s activity had to do with clarifica- 
tion of budding transference distortions, 
resolution of specific resistances and re- 
formulation in more Gestalt terms of seem- 
ingly disparate conscious and preconscious 
material. 

In retrospect, it was clear that a specific 
disruption in this student’s life had brought 
her to the clinic. Initially, this was not 
discernible. All that the therapist could be 
certain of was that something had threat- 
ened her to the core, resulting in a veri- 
table smoke screen of defensive maneuvers. 
As these subsided, indications of a basic 
fear of self-realization began to appear. In 
deciding to return to the University, this 
girl had emerged from a seven year mora- 





torium * as a self-restricted housewife in an 
unsatisfactory marriage. The partial mas- 
tery of neurotic conflicts and an inherent 
maturational drive, as well as accumulated 
frustration, influenced her to make this 
step. At the point of registration, she 
found herself immobilized with anxiety, 
beset by fears and doubts that had been long 
quiescent, torn between the desire to realize 
her adult potential and the temptation to 
retreat to the safety of her previous adapta- 
tion. As indicated, it took some time for 
this pattern to emerge. The student’s own 
feeling initially was an overwhelming, root- 
less sense of failure and desperation. This 
was in marked contrast to her obviously 
high level of ability. 

The point here is that this student was 
able to use a series of brief therapeutic 
transactions to reinforce her existing drive 
toward health. She gained insight into 
emergent conflicts, corrected unrealistic 
distortions and developed a sense of per- 
sonal trustworthiness that was a basis for 
future growth. 

At the point of her first application, she 
was seen 27 times—on a weekly basis for 
five months and less frequently for the next 
four months. She came to realize that early 
in life she had formed an image of herself 
as a dishonest, not-very-bright, selfish little 
girl who survived through curbing her self- 
assertion and proclaiming her cuteness and 
ineffectuality. The pattern of her relation- 
ship to her parents was such that she felt 
others were interested only in her appear- 
ance and behavior, not in her. The ques- 
tioning of this distorted view of herself was 
a point of critical intervention by the thera- 
pist. As she no longer took these feelings 
for granted and shifted her interest to 
questioning their validity and origin, the 
underlying conflicts on which they had been 
based came into focus. Ambivalent feel- 
ings that had been denied and “buried” 
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at the time of her mother’s death were 
prominent. Following a period of poig- 
nant mourning, the patient was able to 
modify her idealized image of her mother 
and then to recognize the powerful Oedipal 
feelings that had been intensified and re- 
pressed at the time of this early adolescent 
crisis. It was from this point in her life 
that her negative self-image had become 
accentuated. Subsequent years had been 
fraught with alternating periods of self- 
destructive acting out and equally self- 
destructive atonement. As she, explored 
these feelings, she began to perceive the 
meaning of this behavior and to place it in 
proper perspective. Following a period of 
positive therapeutic gain, the patient raised 
the question of interruption. She com- 
mented: “I can’t understand where this 
feeling of well-being comes from. I feel 
right with myself for the first time in my 
life. Not that I feel I have solved every- 
thing but that I can handle things as they 
come up without falling to pieces.” 

The interruption fell a month before the 
end of the academic year in June. The 
therapist suggested the patient might wish 
to return for an interview in the fall. 
This was done because she had unre- 
solved feelings about termination, which 
she was not yet in a position to tackle. 
The patient called during the summer 
to ask if her estranged husband could 
be seen. It was suggested that she might 
wish to talk with the therapist about 
what was going on instead. She made ex- 
cellent use of one interview to clarify her 
over-identification with her husband as a 
“helpless” person who was being deserted 
as she had previously been when her mother 
died. The intolerable anxiety of imaging 





4 See, Erikson, Erik, “The Problem of Ego Identity,” 
Journal of the American Psychoanalytic Association, 
4(January, 1956), 56. 
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herself in the role of the hated and loved 
deserter dissipated, and she was able to 
respond realistically to her husband’s mas- 
ochistic appeals. 

In the fall, the patient came in and was 
seen for five hours. This period was spent 
in working through her feelings of loss and 
separation and in consolidating insights. 

Ten months later, the student was seen 
again. This time she used three interviews 
to examine and master an upsurge of tender 
and hostile feelings toward her father fol- 
lowing her stepmother’s death. 

We refer to this case to indicate the dif- 
ferential nature of ego-oriented psychother- 
apy in practice and to illustrate what is 
meant by “the dynamic use of interrup- 
tions.” Over a period of two years this 
patient showed remarkable development. 
We make no attempt to specify the precise 
contribution made by her therapeutic ex- 


periences, but we believe the flexible use of 
36 therapy hours and periodic interruptions 
based on the dynamics of her growth facili- 


tated the process. She has remained rela- 
tively symptom-free, moving in the direction 
of self-fulfillment. 

As we have indicated, the second critical 
determinant for the practice of ego-oriented 
psychotherapy is that the experienced ini- 
tial interviewer be given administrative 
permission to proceed from the beginning 
with the patient in dynamic terms, rather 
than with a primarily information-getting 
or diagnostic purpose. He must have au- 
thority to collaborate with the patient as 
seems therapeutically warranted. The in- 
take or evaluation conference is then con- 
cerned with dynamic issues, special medico 
legal concerns and other questions of indi- 
vidual pertinence. 

The elimination of a segregated intake 


function also makes transfer of patients un- 
necessary, except when such transfer is spe- 
cifically indicated. The patient’s sense of 
activeness about his problems and his life 
can be more readily strengthened when 
there is no implication of others making 
decisions about him. It enables initial con- 
tacts to merge smoothly into continuing 
therapy. There is no better way of sharp- 
ening the awareness of staff members to ego- 
oriented psychotherapy and the value of an 
open service. For the same reason, it is use- 
ful in the training program with psychiatric 
residents, psychologists and social workers. 
The fact that treatment begins at the mo- 
ment the patient appears becomes more 
easily demonstrable under these circum- 
stances. 


SUMMARY 


Fifteen years of experience in a student 
health service organized around the con- 
cept that a student should be seen promptly 
on request with the focus on the emer- 
gent conflict that brought him to the clinic 
has convinced us that ego-oriented psycho- 
therapy is useful over a wide range of pa- 
tient problems. The therapeutic trans- 
action is not determined by the severity or 
chronicity of the patient’s problems but by 
the fact of precor:scious conflicts which can 
be perceived in terms of their emotional 
pattern and focused in the therapeutic in- 
teraction in an adaptive or ego-oriented 
way. This focusing is a mutual, flexible 
process within the framework of: (1) ego- 
orientation and (2) time-limitation. Within 
these two frames of reference, interruption 
and termination should be dynamically de- 
termined and not mechanically imposed, 
Administrative policies were set up to fa- 
cilitate these psychotherapeutic concepts. 
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Transitional residences for former 


mental patients: A survey of 


halfway houses and related 
rehabilitation facilities 


The changing nature of the mental hospital 
from a custodial institution to a therapeutic 
center has served to focus interest of the 
professional in the mental health field on 
the problems of aftercare. Today most pa- 
tients are admitted to mental hospitals with 
the expectation that they will eventually 
leave. Available statistics on patient move- 
ment? support this belief. In 1956, fewer 
patients were resident in public mental in- 
stitutions at the end of the year than at the 
beginning. During that year over 200,000 
patients were discharged from public and 
private mental institutions. Despite this 
sizable flow of discharged mental patients 
into the community, 90,000 patients were 
readmitted to mental institutions during 
that year. The rapid discharge of mental 
patients and the considerable rate of read- 
missions have served as factors in the insti- 


gation of new and promising aftercare 
programs. 

To facilitate the discharge of mental pa- 
tients and to help maintain them in the 
community, certain forms of support and 
assistance have been viewed as necessary. 
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the Massachusetts Mental Health Center (Grant 
No. 36-57-Cl). 

1 See, Patients in Mental Institutions (Bethesda, Md.: 
Department of Health, Education and Welfare, U. S. 
Public Health Service, National Institute of Mental 
Health, 1956). 
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Many psychiatric patients may have to re- 
main in the hospital longer than is con- 
sidered advisable by the staff because of the 
lack of such supports as an adequate resi- 
dence to which they can return. Others 
may need to be rehospitalized because of 
the rearousal of symptoms, possibly brought 
about by the “unhealthy” nature of their 
home situations. The transitional residence 
is a type of aftercare facility which has been 
established to assist the former mental pa- 
tient who encounters these problems. It 
seeks to provide the discharged mental pa- 
tient with a temporary home and other 
supportive services during the crucial pe- 
riod of initial adjustment to nonhospital 
life. 

In one of the earliest essays on the sub- 
ject, Reik? has very clearly stated the ra- 
tionale for such transitional residences: 

“Institutional psychiatrists have long} been fa- 
miliar with a group of patients whose progress in 
the mental hospital is at a standstill. . . . Patients 
in this group present paradoxical features. They 
are able to maintain equilibrium in the hospital 
but cannot do so at home. They recognize their 
need to escape from the stresses of the outside 
world, but in the hospital they avoid and resist 
attempts to help them resolve basic conflicts. 

. .. It is conceivable that some of them, if care- 
fully selected, would do well in an environment in 
which the emphasis was placed on health rather 
than on disease . . . It seems logical to think that 
an environment intermediate between the hospital 
and the outside world—a ‘halfway house’—would 
make an important contribution to the rehabilita- 
tion of properly selected patients. . . . Having 





2 See Reik, L. E., “The Halfway House: The Role of 
Laymen’s Organizations in the Rehabilitation of the 
Mentally Il,” Mental Hygiene, 37(October, 1953), 
615-18. 

8 See Huseth, Brete, “Halfway Houses: A New Re- 
habilitation Measure,” Mental Hospitals, 9(October, 
1958), 5-9. 

# See Wilson, V. W., “A Psychological Study of Juve- 
nile Prostitutes,” The International Journal of So- 
cial Psychiatry, 5(Summer, 1959), 61-73. 
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moved from the restricted and dependent exist- 
ence of the mental hospital to the more independ- 
ent, but still relatively simple, . . . life at ‘halfway 
house,’ he would logically be better prepared to 
take his pace in his own community again.” (p. 
616) 


The transitional residence for former 
mental patients is a relatively new phe- 
nomenon in the United States. A recent 
survey conducted for the Joint Commission 
on Mental Illness and Health disclosed that 
nine such residences are currently in ex- 
istence. Of these, seven have been estab- 
lished since 1952. 

It should be pointed out that although 
the emphasis on its use is relatively new, 
the transitional residence is not a new type 
of facility. Huseth*® reports that in Eng- 


land a need was exhibited for this type of 
facility as early as 1781. A “Plea for Con- 
valescent Homes in Connection with Asy- 
lums for the Insane Poor” appeared in the 


Journal of Mental Science, and a few years 
later the British Mental Aftercare Associa- 
tion was formed specifically to cope with 
the creation of such homes. In the United 
States, transitional residences have been pre- 
viously used in the rehabilitation of crimi- 
nals, alcoholics and juvenile delinquents, 
and recently such a residence has been es- 
tablished in Hong Kong for rehabilitation 
of adolescent prostitutes.* 

In the United States, the nine currently 
existing transitional residences for former 
mental patients may be divided into two 
major categories: the “halfway house 
model” and the “work camp model.” Al- 
though both types of facilities have been 
usually designated as halfway houses by pro- 
fessionals in the mental health field, certain 
distinctively different features of these two 
types of transitional residences necessitate 
the making of such a differentiation. This 
paper will attempt to discuss in detail these 
two types of transitional residences. Em- 





phasis will be placed on certain important 
aspects of the structure and function of 
these facilities. Information presented here 
has been obtained through the assistance of 
the directors of these facilities by means of 
a questionnaire survey. 


THE HALFWAY HOUSE MODEL 5 

Six currently existing facilities may be in- 
cluded in the halfway house model category. 
The Division of Vocational Rehabilitation 
in the state of Vermont has established and 
sponsored three of these houses: houses for 
women in Montpelier and Burlington, and 
a house for men in Burlington. The resi- 
dents of these houses have been former pa- 
tients at the Vermont State Mental Hospital 
or inmates at The Brandon School for men- 
tal defectives. Many of the former mental 
patients who have resided at the houses 
were schizophrenic patients drawn from the 
chronic wards. Vermont is the only state 
which has attempted a network of halfway 
houses as part of a co-ordinated rehabilita- 
tion program between the Division of Vo- 
cational Rehabilitation and the state men- 
tal hospital. The program was begun in 
1956. In addition to the three currently 
existing halfway houses, one other house 
for men was closed recently because of a 
shortage of prospective residents. 

In 1954 Rutland Corner House, a former 
Boston residential center for transient or 
homeless women, was converted into a half- 
way house for former female patients of 
public mental hospitals. Although Rutland 
Corner House is not directly affiliated with 
a mental hospital, it has a close association 
with the Massachusetts Mental Health 
Center. 

The remaining two halfway houses which 
can be classified in this group are both lo- 
cated in the state of California: Portals in 
Los Angeles and Quarters in San Jose. Por- 
tals was established in 1955 largely through 
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the efforts of volunteers and staff members 
of the Brentwood Veterans Administration 
Hospital in Los Angeles. Residents have 
been male patients mainly on leave from 
the hospital. Quarters was opened in 1956 
under the sponsorship of the rehabilitation 
planning committee of Agnews State Hos- 
pital. Residents are male patients mainly 
from that hospital. In addition to the six 
halfway houses in existence today, another 
facility was at one time open in California. 
(In 1954 the Modesto Halfway House was es- 
tablished by the Modesto State Hospital. 
This halfway house was permanently closed 
in 1956, apparently because of a shortage of 
funds.) 

The foregoing brief summary of the de- 
velopment of facilities which may be la- 
beled halfway houses indicates that they 
differ from one another in a number of 
ways. ‘They are located in different geo- 
graphical regions, are sponsored by different 
institutions or agencies and serve different 
patient populations. Despite these differ- 
ences, halfway houses share a number of 
common features which are characteristic 
of this type of facility. 


I. Functions of the Halfway House 


A. The House Function. The halfway 
house provides a residence for the released 
mental patient who requires one outside 
the hospital. 





5 For additional published information on these fa- 
cilities the reader is referred to: 
Eldred, Donald, “Problems of Opening a Rehabili- 
tation House,” Mental Hospitals, 8(September, 
1957), 20-21. i 
Freeman, R. V. and G. F. Seacat, “Portals: A 
Halfway House Between the Psychiatric Hospital 
and the Community.” A paper presented to the 
American Psychiatric Association in Chicago, May, 
1956. 
Williams, D. B., “California Experiments with 
Halfway Houses,” Mental Hospitals, 7(January, 
1956), 24-25. 
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B. The Transitional Function. The 
halfway house serves as a bridge between 
the hospital and independent community 
life. It serves as a temporary transition 
point for patients who no longer need re- 
main hospitalized but who are not yet able 
to establish independent residence. 

C. Socialization and Resocialization. The 
house serves as an agent of socialization 
and/or resocialization. It does this in a 
number of ways: 

1. It provides the resident with a group 
of others who have shared his previous 
experience of hospitalization for mental 
illness. With the exception of a resident 
staff member, the group is composed 
solely of the resident’s peers. 

2. Within this peer group of individ- 
uals with common problems and experi- 
ences, the ex-patient may begin to inter- 
act with other persons. Learning that 


others have similar protlems may help 
to remove the feeling of isolation and 


difference. A re-establishment of inter- 
personal relations may result. 

3. It is hoped that a sheltered social 
environment is produced, within which 
there is a greater tolerance for deviant 
behavior. The resident may be freer to 
act within this sheltered setting than in 
the general community. This relative 
freedom from the usual stresses of com- 
munity life may enable the resident to 
try out new behaviors and roles without 
exaggerated fear of crippling group 
sanctions. 

4. The group, however, may employ a 
number of methods of controlling dis- 
ruptive individual behaviors. They may 
ignore or reject or even directly punish 
the individual whose behavior does not 
conform to the group’s expectations. In 
this way, the individual learns the type 
of behavior that is expected of him in 
this group. It is hoped that the learning 
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to get along with other persons in the 
halfway house will be later generalized 
by the resident to learning to interact 
with others in the community. 


D. Vocational Assistance. Since all the 
halfway houses require that residents look 
for jobs in the community, vocational assist- 
ance has become a major function of the 
halfway house. In the case of the Vermont 
program, which is sponsored by the Division 
of Vocational Rehabilitation, social workers 
and other personnel from the agency are 
available for counseling regarding employ- 
ment problems, and to assist the resident in 
finding a job. The other halfway houses 
utilize for this purpose personnel from the 
hospitals with which they are directly or 
indirectly affiliated. In addition, the house 
director may be called upon for vocational 
assistance, as in the case of the Rutland 
Corner House. 

E. “Ancillary” Services. Halfway houses 
provide their residents with other forms of 
help. Many residents are currently on 
drugs prescribed by hospital physicians. 
Some are either being counseled or are con- 
tinuing psychotherapy with hospital psy- 
chiatrists, psychologists or caseworkers. 
Group therapy is included in the Vermont 
program. Rutland Corner House residents 
may participate in the day hospital pro- 
gram of the Massachusetts Mental Health 
Center. About one-third of the residents 
of Rutland Corner House have received 
treatment in the day hospital at some time 
during residence in the house. 

These services have been termed ancil- 
lary, not because they are considered less 
important than other functions of halfway 
houses, but because they are, for the most 
part, not carried on in the halfway house 
itself. Usually such other forms of treat- 
ment are conducted in the hospital or 
agency with which the house is affiliated. 





In addition, not all facilities which have 
been included in the halfway house model 
provide the same services. 


ll. The House 


A. Each facility comprises a house which 
is located in a residential section of the 
community. The house is usually a large 
private dwelling with a number of bed- 
rooms to accommodate the residents. Usu- 
ally the houses are located a short distance 
from the mental hospital which refers the 
ex-patient for residence. 

B. Halfway houses are residences which 
can accommodate a small number of indi- 
viduals. Each halfway house has between 
7 and 12 residents at any given time. Rut- 
land Corner House is currently planning to 
enlarge its capacity to about 20 residents, 
should a suitable residence become avail- 
able. 

C. The halfway house serves as a resi- 
dence which is temporary in nature. Half- 
way houses differ as to average length of 
stay of the residents. For example, the 
houses in Vermont have permitted many 
patients to stay as long as a year, while 
Portals and Quarters report that the average 
length of stay is less than three months. 
Average length of stay at Rutland Corner 
House has been nine months, but some ex- 
patients have remained for as long as one 
year. Originally Portals did not permit 
any person to remain more than three 
months, but this policy has recently been 
changed to make allowances for individual 
cases. In any event, although most houses, 
at present, stress that residence is tempo- 
rary, they allow the person to remain in the 
house for as long as it is felt to be necessary. 


II. The Residents 


A. The residents share the common ex- 
perience of previous hospitalization for 
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mental illness. They have come directly 
from the mental hospital and officially may 
still be on the books of that hospital, on 
probationary leave. Furthermore, since 
most of the houses are mainly affiliated, 
directly or indirectly, with one mental hos- 
pital, most of the residents of a house have 
been in the same institution. In the case 
of the first house in Vermont, residents 
were chosen from patients on the same 
chronic ward and were placed in the house 
as a group. The Vermont houses, at pres- 
ent, are the only houses which are admit- 
ting persons who have not been previously 
hospitalized for mental illness: namely, 
mental-defectives from a training school. 
B. Houses are currently segregated by 
sex. The program in the state of Vermont 
called for some social interaction between 
the men’s and women’s houses. At present 
there is the possibility of the development 
of a coeducational house in Vermont be- 
cause of the general impression that such 
interaction may be helpful to the residents. 
C. Residents are selected as eligible for 
the halfway house because they are con- 
sidered to be unable to go directly from 
the hospital to independent community life. 
They may not have a home to go to, the 
home that is available may not be felt to be 
suitable because of an “unhealthy” family 
atmosphere, or they may not be considered 
to be prepared to meet the demands and 
stresses of community life. A study con- 
ducted at Brentwood Veterans’ Administra- 
tion Hospital regarding persons who, on the 
basis of these variables, would be eligible 
for residence at Portals, indicated that be- 
tween 15 and 25 per cent of the cases in the 
files of the hospital would be eligible.* 
Because the lack or unsuitability of a home 





6 See Levinson, Louisa, “Portals House.” An un- 
published report, 1957. 
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to return to is a criterion of eligibility, most 
residents of halfway houses are not cur- 
rently married. 

D. In addition to these criteria of eligi- 
bility, patients are not considered to be 
eligible for halfway house residence if they 
exhibit behavior patterns which may be 
disruptive in group situations. Alcoholics, 
homosexuals and psychopaths are usually 
eliminated. 

E. Residents of Rutland Corner House 
and of the California houses tend to be 
young to middle-aged—between twenty and 
forty years of age. This age distribution 
may be attributed to the fact that residents 
must find and maintain jobs in the com- 
munity. In the case of the Vermont houses, 
residents may tend to be older because they 
were drawn from the chronic wards. 


IV. The Staff 


A. In addition to the ex-patient residents, 
each halfway house has at least one staff 
member in residence. This person may be 
the house director, housemother or house- 
keeper. As the titles may imply, the person 
may or may not be a professional in the 
area of mental health. 

B. Since all of the halfway houses are 
either directly or indirectly affiliated with 
a mental institution or a state agency, they 
have access to assistance from social work- 
ers, psychologists and psychiatrists from 
these sources. This enables the residents 
to obtain help with their problems, al- 
though in most instances the help is pro- 
vided outside of the halfway house. These 
ancillary functions of the halfway house 
have been discussed in a previous section. 


V. The Halfway House Routine 


A. Life Space. The halfway house in- 
volves only a part of the life space of the 
individual residents. Residents are re- 
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quired to work at jobs outside the house— 
as soon as such jobs can be secured during 
their stay. Since residents have to pay a 
weekly fee for room and board, such a job 
becomes a financial necessity. Most resi- 
dents are, therefore, out of the house during 
the working day. In addition, residents are 
free to seek recreation outside the house. 
They may have some of their meals out of 
the house and may also make use of recrea- 
tional facilities in the community. The 
resident’s involvement in the halfway house 
may be limited just to a few hours a day, 
besides bedtime. However, a number of 
activities are carried on in the house in 
which members are encouraged, but not 
required, to participate. 

B. Group Activities. The residents par- 
ticipate in formal and informal group ac- 
tivities. They may go to movies or social 
functions together. They may make group 


trips to a mental hospital to visit friends. 
They may plan parties and dances at the 


house. Such activities serve the functions 
of facilitating social interactions among the 
house members, helping the residents to 
make contacts with community facilities, 
and increasing involvement in the house. 
Participation in such activities is almost 
always voluntary in nature. 

C. Freedom from Restrictions. In gen- 
eral, halfway houses have few rules and 
regulations to which residents must adhere. 
Mainly these involve respect for the house 
and individual property. Several of the 
houses have nighttime curfews for residents. 
However, an attempt is made to make the 
resident feel that he is on his own. He 
may obtain help if he needs it, but he must 
begin to function without the structured 
routine he experienced in the hospital. 

D. Responsibilities of Residents. Half- 
way house residents are usually given cer- 
tain duties and responsibilities they are ex- 
pected to fulfill. These include cleaning 





their own rooms, sharing in some light 
household chores and, occasionally, prepar- 
ing meals, Although the responsibilities 
are kept at a minimum, they are seen as 
serving a valuable function. These respon- 
sibilities help to prepare the resident for 
independent life in the community and 
point out to him the responsibilities asso- 
ciated with freedom. 

E. “Graduation Policy.” Usually halfway 
house residents are “graduated” from the 
house when the staff or consultants or resi- 
dents themselves feel they are ready to re- 
sume life in the community. This usually 
involves the ability of the resident to hold a 
job and to find adequate quarters. Some- 
times absence of manifest symptoms is taken 
as an additional criterion of readiness for 
graduation. As mentioned previously, half- 
way houses vary somewhat as to the average 
length of stay for a resident. Variations 


may be attributed to the type of resident 


serviced and to the need for accommodation 
of prospective new residents; e.g., in the 
case of the first halfway house in Vermont, 
length of stay was longer than for most 
other houses. This can be attributed not 
only to a change in policy in Vermont but 
also to the fact that chronic schizophrenic 
patients were being serviced. 


VI. The Halfway House Model: 
Y Recapitulation 


The halfway house is an attempt to pro- 
vide a temporary community residence for 
a small number of mental patients who are 
considered ready to leave the hospital, but 
are not able to live either alone or with 
their families in the community. The ex- 
perience of living together with other for- 
mer mental patients is viewed as serving the 
function of helping to resocialize the indi- 
vidual resident. Each resident has avail- 
able at his disposal help for his problems 
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from the house director and from the vari- 
ous professional consultants who are asso- 
ciated with the house. Nearly all residents 
have come to the halfway house directly 
from a mental hospital. They are sent to 
the halfway house because they are eligible 
to leave the hospital, although they have no 
place to go. The houses are segregated by 
sex and usually serve a small group of 
young to middle-aged residents. Each house 
has the service of a house director and of 
professional consultants. Residents may 
obtain various forms of help and treatment, 
but this is usually carried on outside of the 
house, except for the occasional use of 
group therapy. 

Residents are expected to maintain full- 
time jobs in the community while they re- 
side at the house. They are also free to 
carry on social and recreational activities in 
the community. The atmosphere of the 
halfway house is usually as free from formal 
restrictions as possible. 

The most recently established transitional 
residence deviates slightly from the charac- 
teristics of the halfway house model. Wood- 
ley house was opened in 1959 in Washing- 
ton, D. C., under the sponsorship of a private 
community group. It is the first coeduca- 
tional halfway house. It accepts not only 
patients released from mental hospitals, 
but also patients of psychiatrists in the 
community. A requirement of residence 
is that the individual must be currently 
receiving psychotherapy. 


VII. The Halfway House Model and 
Other Mental Health Facilities 


The foregoing discussion may imply that 
the halfway house is similar to a number 
of other facilities in the mental health field. 
However, certain features make the halfway 
house unique in its own right. A compari- 
son of the halfway house with the mental 
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hospital, the boarding house and a family 
care program may serve to emphasize these 
features. 

A. The Halfway House and the Mental 
Hospital. The halfway house is not a men- 
tal hospital. Although residents may ob- 
tain certain forms of help from professional 
personnel, this help is usually not given 
within the halfway house itself. The half- 
way house certainly does not have as full a 
complement of professional personnel as a 
mental hospital, although it may utilize 
some of the personnel of the hospital with 
which it is directly or indirectly affiliated. 
The halfway house is an open system which 
impinges upon only part of the life space 
of the resident. The mental hospital im- 


pinges upon the total life space of its pa- 
tients, particularly of those on the closed 
wards. In terms of similarity, the halfway 
house appears to be closest to the night 


hospital. This is the situation in which pa- 
tients work in the community during the 
day but reside at the hospital. However, 
in the night hospital, extensive therapy is 
given on the premises. In addition, pa- 
tients usually do not leave the hospital at 
night to indulge in social and recreational 
activities in the community. 

B. The Halfway House and the Boarding 
House. The halfway house is not the same 
type of residence as the boarding house. 
Boarding establishments provide the re- 
leased patient who has no home with a place 
to stay. However, the halfway house pro- 
vides more than a residence. It also pro- 
vides a peer group for the individual, a 
group which shares the previous experience 
of mental illness and hospitalization. In 
the halfway house model, such a peer group 





t For additional information on such facilities the 
reader is referred to Crutcher, Hester B., Foster 
Home Care for Mental Patients (New York: The 
Commonwealth Fund, 1944). 


72 


is considered to be more permissive and 
supportive of the individual than would 
be a group of nonex-patients in the com- 
munity. Fellow boarders in a boarding 
house may not be as accepting of the ex- 
patient as would other ex-patients. 

Another difference between boarding 
house and halfway house is the availability 
of professional help for ex-patients’ prob- 
lems. Although the halfway house is not 
a mental hospital, it does have at its dis- 
posal certain professional forms of help 
associated with the hospital. 

C. Halfway House and Family Care Pro- 
gram. The halfway house works on the 
principle of providing the released mental 
patient with a peer group of residents. So- 
cializing and resocializing aspects of this 
type of living are considered to be the major 
functions of the halfway house. In the 
case of the family care program, the re- 
leased patient is usually placed in the home 
of a family in the community. Quite fre- 
quently, the released patient may have only 
one other ex-patient residing in that home. 
The group dynamics here are not of the 
same nature as would be found in a resi- 
dence which includes several ex-patients. 
The important aspect of family care is the 
family situation in which the ex-patient is 
placed. The woman in the family may 
serve as a mother figure for the ex-patient. 
In a sense this may be similar to the func- 
tion of the house director in the halfway 
house. However, there is no parallel peer 
group usually present in the family care 
program, except as children of foster “par- 
ents” may reside in same home. 

An additional difference between family 
care and the halfway house involves the 
temporary or permanent nature of the liv- 
ing accommodation. In the halfway house 
the residence is temporary in nature, 
whereas in the family care program it may 
be permanent.” 





THE WORK CAMP MODEL 8 


Three facilities may be classified as work 
camp models: Gould Farm, established in 
Monterey, Mass., in 1913; Spring Lake 
Ranch, started in Cuttingsville, Vt., in 1932; 
and Meadowlark Homestead which was 
opened in Newton, Kan., in 1952. All of 
these facilities are privately sponsored. 


I, Function of the Work Camp Model 


Although, in general, these “work camp” 
houses share the basic functions of the half- 
way house model, they differ in important 
aspects as to what they attempt to accom- 
plish for their residents. Naturally, like 
the halfway house, they attempt to provide 
a residence for the released mental patient. 
However, as we shall soon see, this resi- 
dence is not necessarily a bridge halfway 
between the hospital and independent com- 
munity life. The importance of the resi- 
dence is viewed particularly in terms of its 
geographic location: namely, in a rural 
setting. All three work camp houses are 
located at a distance from any major urban 
center. 

These work camp houses do not require 
the residents to work at jobs in the com- 
munity but rather provide work for them 
on the work camp grounds. Therefore, 
work therapy rather than vocational assist- 
ance becomes a basic function of such facili- 
ties. Residents are required to work at 
specific jobs on the grounds. These jobs 
consist mainly of the type of chores usually 
associated with a farm. It is hoped that 
through daily work in co-operation with 
other residents, the resident loses his sense 
of isolation and turns outwards from pre- 
occupation with his own problems. The 
major functions of the work camp model 
are work and milieu therapy. It is hoped 
that through living and working together, 
the resident will become resocialized. Al- 
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though some professional consultants are 
available to provide ancillary services, the 
general atmosphere of the work camp model 
is amedical. It does not have the close 
connection with a hospital or rehabilitation 
agency that exists in the halfway house 
model. 


II. Work Camp Setting 


In the case of the work camp model, the 
physical facility consists of a number of 
small houses rather than one large central 
residential center. ‘The residences, there- 
fore, can accommodate more than 7 to 12 
persons, as in the case of the halfway house 
model. Meadowlark accommodates ap- 
proximately 25 persons; Spring Lake Ranch, 
between 25 and 45; and Gould Farm, about 
35. In the case of these work camp houses, 
residence is not necessarily temporary in 
nature. Some residents stay only a few 
weeks to a few months while others may 
stay for a number of years. The longer 
stay is more characteristic of the elderly 
residents. In effect, for these persons the 
work camp model becomes not so much a 
halfway point as a “terminal home.” 


lll. Residents 


The residents share the common experi- 
ence of some psychiatric problems or diffi- 
culties. However, they do not, as in the 
case of the halfway house model, necessarily 
share the experience of past hospitalization 
for mental illness. Some patients do come 
directly from a mental hospital, but the 
majority do not. ‘These are usually re- 
ferred by private practitioners in the com- 
munity or by friends and relatives. Some of 





8 For additional information on such facilities the 
reader is referred to Infield, H., “Gould Farm, A 
Therapeutic Cooperative Community,” Cooperative 
Living, 6 (Spring, 1955). 
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the residents may have been hospitalized 
for mental illness. Others may come for a 
“rest cure” necessitated by a current stress 
situation. 

The work camp houses are coeducational 
in nature, with approximately equal num- 
bers of male and female residents. There 
are no stringent criteria for admission. 
Persons with pronounced symptomatology, 
particularly of the nature which may be 
disrupiive to group living, are not ad- 
mitted. Residents of Meadowlark Home- 
stead and Gould Farm tend to be older than 
the residents of the halfway houses. A high 
percentage of the residents of these two fa- 
cilities are over fifty years of age. Meadow- 
lark Homestead is particularly aware of the 
problems brought about in serving an eld- 
erly group. There is a feeling among the 
staff that the servicing of geriatric cases 
should not be such a major function of the 
work camp house facility. 


IV. Staff 


Since work camp facilities are larger than 
the halfway house models, there are more 
staff members. Each work camp model has 
a house director and other personnel. The 
staff is mainly limited to “handy men” who 
supervise various chores and activities and 
to a few professional consuitants. Within 
the structure of the work camp models, 
veteran residents may eventually assume 
some of the responsibilities and duties of 
staff members. 


V. The Work Camp Routine 


The work camp encompasses a greater 
portion of the life space of its residents than 





9 See Goffman, Erving, “On the Characteristics of 
Total Institutions,” in Proceedings of the Symposium 
on Preventive and Social Psychiatry (Washington, 
LB. C.; Walter Reed Army Institute of Research, 
1957). 
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does the halfway house. Residents work on 
the premises, carry on their social activities 
on the premises and generally stay at the 
work camp for 24 hours a day. In this 
sense there is a greater involvement on the 
part of the residents in the work camp than 
there is on the part of the residents of the 
halfway house. 

Because the work camp involves the per- 
forming of chores on a regular basis, the 
resident’s life is more routinized in the 
work camp than it is in the halfway house. 
There are regularly scheduled hours for 
awakening, for the performance of tasks, 
for social activities, and for going to bed. 
The daily routine at a work camp house 
resembles the type of schedules drawn up 
by camps, hospitals, armies, prisons and 
other “total institutions.”® To be sure, 
residents have some freedom in their par- 
ticipation in social activities which are 
mainly on a voluntary basis. 


RELATED REHABILITATIVE SERVICES 


At least two other facilities in the rehabili- 
tation of the former mental patient have 
attempted to provide services somewhat 
similar to the ones provided by the halfway 
house and work camp models. Fountain 
House in New York City, heretofore a non- 
residential social rehabilitation center, has 
recently started a program of renting apart- 
ment space and utilizing it to house its 
members. The Gateways, an active-treat- 
ment center in Los Angeles, maintains a 
residential halfway house program as part 
of its services. Gateways accepts a number 
of patients who are viewed as ready to leave 
psychiatric hospitals but are not as yet ready 
to reside independently in the community. 
Both Fountain House and Gateways differ 
somewhat from the transitional residences 
that have been discussed, because of the 
very great emphasis on a wide range of 





professional treatment conducted on the 
premises. 


THE CONCEPT OF “HALFWAY” 


The term “halfway house” has been applied 
to the facilities we have discussed in order 
to signify that they are midway between 
the hospital and independent community 
life. In this respect, “halfway” may be a 
misleading term. Whether a transitional 
residence is “halfway,” “quarterway” or 
“three-quarterway” between the hospital 
and the community depends on a number 
of factors: 


(1) The house itself—whether the fa- 

cility is located on the grounds of the 
mental hospital or in the community; 
whether or not the house resembles the 
hospital in terms of the extent and type 
of treatment given on the premises; the 
degree to which the house is a “total in- 
stitution,” and the portion of the life 
space of the residents which the house 
encompasses. 
(2) The individual resident—the level 
of mental health of the individual resi- 
dent, including his ability to function in 
the occupational role; the extent of his 
dependence on the hospital and the 
house; the degree to which he is free 
from psychological symptoms; and his 
ability to relate to others. 

(3) The outside community—the de- 
gree of acceptance of the returning men- 
tal patient by the community; and the 
availability of jobs and residences for 
him. 


For the released patient, the halfway 
house lies on a continuum between the hos- 
pital and the community. However, for 
any given ex-patient the exact location of 
the house on this continuum can only be 
specified when all of these factors are 
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known. Perhaps facilities of this nature 
should be more accurately designated as 
“transitional houses.” 

In the case of some of these facilities, 
particularly those classified as “work camp 
houses,” the term “transitional” may also 
be misleading. For some ex-patients such 
houses may become “terminal” rather than 
“transitional” in nature. These ex-patients 
may be unable to move into the commu- 
nity, even though they are able to function 
outside of the hospital, within the relatively 
sheltered atmosphere of the house. It 
should not be concluded that for these in- 
dividuals the house has failed. By ena- 
bling the ex-patient to live outside of the 
hospital, the house has at least been par- 
tially successful. This success may be the 
most that can be hoped for in the case 
of certain ex-patients, particularly elderly 
and severely impaired individuals. 


THE PROBLEM OF EVALUATION 


It is too early, as yet, to evaluate the effec- 
tiveness of transitional residences in general. 
No extensive study of the effectiveness of 
such a facility has as yet been published 
although Rutland Corner House and the 
Vermont houses have such studies currently 
in progress. Although most transitional 
residences kept records as to whether former 
residents are residing in the community or 
have been rehospitalized, types of follow-up 
procedures vary from house to house. 
Even such a simple, single criterion of 
effectiveness as the rate of rehospitalization 
of former residents can lead to complica- 
tions. Transitional residences vary as to 
the type of ex-patients they service. For 
example, they differ greatly with respect to 
age, sex and degree of impairment of their 
resident populations. Consequently, it 
should be expected that rehospitalization 
rates should vary from house to house. 
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Meadowlark Homestead, which until re- 
cently has had a high proportion of elderly 
residents, has reported that only about 35 
per cent of its residents have been able to 
maintain an independent residence in the 
community. In contrast, both Quarters 
and Portals report that about two-thirds of 
their residents have moved from the house 
to the community. 

A thorough evaluative study of such fa- 
cilities should include a number of differ- 
ent criteria including such factors as per- 
sonal, occupational and community adjust- 
ment and the ability of residents to function 
without the need for hospitalization. 

Despite the lack of actual results as to 
the effectiveness of transitional residences, 
there is a general feeling among profes- 
sionals in the mental health field as to the 
usefulness of such facilities. More studies 
will have to be conducted to determine 


whether this general impression shared by 


professionals in the mental health field can 
be substantiated. 

Although there are only nine transitional 
residences in existence, the growth of this 
type of facility is sizable, if one considers 
that most of these facilities have been es- 
tablished within the past five years. New 
interest in the treatment of mental patients 
in the community may help further to stim- 
ulate growth of such facilities. For ex- 
ample, the increased use of day hospitals 
may necessitate a corresponding increased 
use of transitional residences to serve as 
homes for the day hospital patients. In 
this respect the transitional residence is a 
vital part of new programs of community 
treatment. 
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Recreational preferences as 
predictors of participation 
in mental hospital activities 


If hospital recreation workers will find out 
what activities their patients state they pre- 
fer and put patients into preferred activities 
and groups into group-preferred activities, 
they may expect to get better participation 
than otherwise. The study to be described 
later was devised to test these assumptions. 
We wished also to investigate certain sub- 
sidiary questions: namely, the significance 
of sexual differences and the relationships 
between recreational preferences and psy- 
chopathology.! We hypothesized also that 
prognosis (length of hospital stay) was more 
favorable for those who participated 
actively. 


THE PREFERENCE TEST, 
ITS ADMINISTRATION AND 
PARTICIPATION GRADES 


The Jensen-Ramage study (1) of recreation 
preferences and performances at the Vet- 


erans Administration Hospital in Salisbury, 
N. C., suggested that the paired-comparisons 
type test used at that time was too “difficult” 
for 71 per cent of our patients. As a result 
of that experience, a simpler form of the 





Dr. Morris is Co-ordinator of the Psychiatric Evalu- 
ation Project and Dr. Jensen is Chief of Psychology 
Service at the Veterans Administration Center in 
Hot Springs, N. D. Copies of the Validity Scale and 
the Recreation Participation Rating Scale men- 
tioned in this paper are available and may be ob- 
tained by addressing a request to Dr. Morris. 

1A word about statistics: p stands for chance 
probability. Thus, p= .05 indicates that if the 
event under discussion is the result of a chance 
happening, it is that sort of event which would occur 
at most in 5 chances out of 100. Correlations char- 
acteristically vary from —1.00 to +1.00. Correla- 
tion 0.00 indicates no relationship, 1.00, a perfect 
positive relationship, —1.00 a perfect inverse rela- 
tionship; 50 would suggest that two events are 
moderately related, and .80 would indicate marked 
agreement. 
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preference test was devised. The new test 
consists of nine cards, each of which con- 
tains the name of a recreation area together 
with examples of activities within each area. 
The nine areas are listed in order from the 
most preferred to the least preferred as 
ranked by our present study sample of men 
patients: (1) vigorous outdoor sports, (2) 
quiet outdoor sports, (3) music, (4) quiet in- 
door sports, (5) table games, (6) vigorous 
indoor sports, (7) radio, (8) mewspaper- 
library, (9) hobbies. 

Some of the above categories will require 
further explanation. Music may be a pas- 
sive group or individual activity (music ap- 
preciation);or an active group or individual 
activity (choral singing or piano playing). 
Table games is used to represent activities 
such as checkers, bridge, etc. Radio may 
also have an active component; for example, 
a patient can work in local radio production 
or as a disc jockey, etc. Newspaper-library 
represents both off-ward reading and the 
writing of short stories, working on the hos- 
pital newspaper, etc. The limitations and 
grossness of these categories are recognized, 
and it is conceivable that a person who 
liked chess and no other table game might 
be in something of a quandary as to where 
to rank table games. 

Patients are asked to arrange the cards 
in order of preference, their most preferred 
activity at the left and the least preferred at 
the right. After the patients have arranged 
the cards, they are given a printed form on 
which they enter name, age, ward number 
and circle numbers adjacent to the nine 
activities which are listed in one column 
to represent their choice. For example, if 
radio is a patient's first choice, opposite the 
term “radio” he is to circle #1. Likewise, 
if music is the seventh choice, opposite the 
term “music” he circles #7. We try to 
make certain that the completed tests are as 
valid as possible. (The term valid is not 
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used in a statistical way but in the diction- 
ary sense of being “sound” or “capable of 
being justified.”) After the patients have 
completed the test, the test administrators 
rate their performances on a six-point scale 
which ranges from 0 (“refuses to take the 
test”) to 5 (“understands the task and pro- 
ceeds to perform adequately without any 
urging or assistance.”) Hereafter, scores on 
this scale will be referred to as validity 
scores. 

Our recreators grade certain patients’ rec- 
reation participation on a five-point scale 
which extends from 0 (N)—‘Meaning 
None, i.e., the veteran will either not par- 
ticipate or will participate in a limited 
way only with constant prodding” to 4 (A) 
—‘“This letter rating will indicate Active 
participation. To receive this rating the 
veteran should participate enthusiastically 
and assume initiative and/or leadership in 
the activity.” 

No formal study of the reliability of the 
recreation workers’ grades has been made, 
but three psychology trainees observed each 
of seven workers at least once in each ac- 
tivity that he directed. The recreator had 
to grade all of the patients while the 
trainees graded only a selected group of pa- 
tients. The recreators had not been told 
that the trainees were assigning grades. The 
grades given by the workers and trainees 
were in very close agreeemnt and no differ- 
ence exceeded one scale point. The trainees 
differed as much among themselves as they 
did with the recreators, 


EXPERIMENTAL PROCEDURE 


For the present study, the preference test 
was taken by 227 men and 67 women pa- 
tients. The test was given to groups of not 
more than 40 patients by three psychology 
trainees. The patients taking the test were 
predominantly schizophrenics and were 





drawn primarily from continued treatment 
buildings. Although the sample is prob- 
ably representative of the hospital as a 
whole, geriatric patients are not included, 
and the acute and privileged patients are 
not adequately represented. 

At the time of this investigation, recrea- 
tion efforts were concentrated on vigorous 
outdoor sports, quiet outdoor sports, music 
and table games. Thus, patients could be 
assigned to only these four activities. 
Twenty-eight men and twenty-two women 
patients whose identity was known only by 
the chief of recreation and the senior author 
were selected from the total group that 
took the test for experimental study. The 
number “50” was arbitrary, but those 
chosen were virtually all of those who could 
be placed in their first or second choice 
activity and in their eighth or ninth choice 
and who had validity scores of four or five. 
Twenty-seven patients of this group were 
lost because of ward transfer, discharge from 
the hospital, too few grades, etc. The rec- 
reation workers graded all the patients who 
had been tested, including the unidentified 
experimental group, in every activity for a 
period of six weeks. The number of graded 
performances per patient averaged two a 
week. The chief of recreation assigned the 
remaining patients, as far as possible, to 
their most preferred activity. He succeeded 
quite well at this because the greatest num- 
ber (47) were assigned to their first choice 
activity and the fewest (4) to their least pre- 
ferred (Rho = .92). 


RESULTS 


After the grades for six weeks were obtained 
and averaged, the final experimental group 
of seven women and sixteen men had an 
average of 3.21 in the more preferred ac- 
tivity and 2.38 in the less preferred. Thus, 
the mean difference in score, in favor of 
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the preferred activity, was .83. A one-sided 
t-test of this difference gave a p value of .01. 
But the significance of the above difference 
can be more appropriately and meaning- 
fully expressed by a directional statistic: 
Five of the seven women had higher average 
scores in their preferred activity. Thirteen 
of the sixteen men had higher scores in the 
preferred activity. One man showed no 
difference in mean score and two showed a 
higher average in favor of the nonpreferred 
activity. Thus 78.3 per cent of the patients 
had higher average scores in the more pre- 
ferred activity. The probability of such an 
array of scores occurring by chance is three 
in one thousand (one-sided binomial ex- 
pansion test). Thus, we may conclude that 
when individuals are assigned to two widely 
separated activities, in terms of preference, 
the preferred activity will elicit more 
participation. 


RESULTS FOR THE 
NONEXPERIMENTAL GROUP 


Excluding the experimental group, the par- 
ticipation scores for all patients who re- 
ceived a validity score of three, four or five 
were investigated. It was at the extremes 
of preference in the experiment that a re- 
lationship was found between the choices 
and the participation scores. What are the 
results for the less widely separated prefer- 
ences? The participation scores of the non- 
experimental individuals assigned to their 
first choice activity were compared to the 
scores of others assigned to a second choice 
activity, etc. These comparisons showed a 
slight relationship between choice and per- 
formance. However, using each individual 
as his own control improved the correlation. 
Sixty-eight patients with validity scores of 
3, 4 or 5 had three or more grades in each 
of at least two activities. Fifty-four and 
four-tenths per cent of the cases showed 
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higher scores in the more preferred activi- 
ties. For 53 men, the more preferred ac- 
tivity was scored higher 60.4 per cent of the 
time, and for 15 women patients, the per- 
centage dropped to only 33.3 per cent. The 
longer the patients were hospitalized, the 
more accurate the test became as a predic- 
tor. For example, of the 53 men, 11 pa- 
tients from the most chronic wards were 
compared with the other 42. The pre- 
ferred activity was scored higher 72.7 per 
cent of the time for the chronic patients 
versus 57.1 for the others. Six of these 
chronic patients had validity scores of 4 or 
5 and for these 6, the percentage was in- 
creased to 83.3. This result probably indi- 
cates that patients should be tested after 
some exposure to the available recreational 
activities, and for those individuals who re- 
main in the hospital for a long period of 
time, the test should be readministered if 
it is to be most effective. 


GROUP CHOICE AND PERFORMANCE 


The postulated social interaction phenome- 
non was found: namely, that the average or 
mean choice of a group is a good predictor 
of group performance. For example, if the 
mean choice of a given group for music is 
3.4 and the mean choice of this same group 
for outdoor sports is 5.2 (representing a less 
preferred activity), the average participation 
score for the group will very probably be 
higher in music. It was possible to com- 
pare 10 wards on this basis (both male and 
female). These wards participated in both 
quiet outdoor sports and music. Recreators 
in sports and music were the same for all 
wards. Eight of ten wards showed higher 
average scores in the more preferred ac- 
tivity; one showed no difference in score; 
and one score was higher for the less pre- 
ferred activity. This finding yields a bi- 
nomial expansion p value of .033. If this 
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result is in fact typical, it gives the recreator 
an opportunity to select preferred activities 
for a given group and also to work selected 
individuals into this group. For example, 
an individual who had not participated in 
group singing might be motivated if intro- 
duced into a group which expressed a high 
preference for music and similarly high 
participation. 


SEX DIFFERENCES IN 
PREFERENCES AND PARTICIPATION 


Of the 294 patients who took the test, 78 
per cent of the women but only 30 per cent 
of the men received validity scores of 4 or 5. 
This difference is highly significant. Using 
above average validity scores versus average 
or below and comparing the men with the 
women yielded a corrected chi square of 
26.6 with a p value of <.001. This differ- 
ence probably indicates greater co-operation 
on the part of the women patients, but we 
believe it also signifies a lesser degree of 
psychopathology. 

The preferences of the men and women 
were moderately correlated, Rho = .52; in 
the Jensen-Ramage study (1) it was .51. 
The rank order of preferences for the 
women patients is as follows: (1) quiet in- 
door sports, (2) quiet outdoor sports, (3) 
music, (4) table games, (5) radio, (6) news- 
paper-library, (7) vigorous outdoor sports, 
(8) vigorous indoor sports, (9) hobbies. One 
major difference is in the area of vigorous 
sports which women do not prefer. Vigor- 
ous indoor sports, splitting above the me- 
dian versus median choice or below, gave 
a corrected chi square = 5.3, p= .02. Vig- 
orous outdoor sports shows the same rela- 
tionship. Eliminating vigorous sports, the 
rank order correlation (Rho) between male 
and female choices becomes .92. The men 
show a definite preference for outdoor ac- 
tivities. This may result from the fact 





that the tests were administered in July, 
but the scores of the women patients indi- 
cate no preference for outdoor over indoor 
events. The most significant thing about 
the choices of women patients is their pref- 
erence for quiet sports over vigorous sports. 
(A t-test of this difference gave a p of .01.) 
Women prefer quiet indoor sports more 
than the men (corrected chi square = 4.3, 
p = .04), and their preference for quiet 
outdoor sports is even more pronounced 
(chi square = 11.0, p = .001). 

There were only 16 individuals who on 
one or more occasions refused to participate, 
and women patients contributed more than 
their share to this number (10.4 per cent 
women and 4.0 per cent men). Seven 
women patients refused at one time or 
another to participate in music therapy. 
Four of the seven listed music as their first 
choice. One prima donna refused to sing 
anything except solos! Also, it will be re- 


called that only one-third of the nonexperi- 
mental female group showed increased par- 
ticipation in the more preferred of two 
activities. 


PATIENT ACTIVITY PREFERENCES 
AND VALIDITY SCORES AS 
PROGNOSTIC INDICATORS 


Twenty-one months after the initial testing, 
the names of all the patients were checked 
to determine whether or not they were still 
in the hospital. A comparison of the pref- 
erences of the inhospital group as over and 
against the out-of-hospital group was made. 
Although the rank order correlation (Rho) 
between the preferences of the two groups 
is high (.82), there was a definite tendency 
for the in-group to express preferences fav- 
oring passive activities (music, for example, 
was first choice for the in-group men and 
fourth choice for the out-group), or con- 
versely, to rank sports lower than the out- 
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of-hospital group. This was the case for 
women also. Here the in-group versus out- 
group Rho was .72. Vigorous outdoor 
sports, to cite one instance, was in fifth 
place for the out-group and was the ninth 
or last choice for the in-group. 

Those patients showing much “disorgani- 
zation of thought” at the time of admission 
to a neuropsychiatric hospital tend to re- 
main in the hospital longer. We believe 
that the validity score is a measure of 
thought disorganization. To test this as- 
sumption, a comparison was made between 
validity scores and status, either in or out 
of the hospital. Those individuals with 
validity scores of 0, 1, or 2 are much more 
likely to be in the hospital 21 months later 
than those with validity scores of 3, 4 or 
5. This is the case for both the men and 
the women. Forty-five per cent of those 
with validity scores of 3, 4 or 5 are out of 
the hospital 21] months later, while only 18 
per cent of those scoring 0, 1 or 2 are out. 
This also is highly significant, giving a chi 
square of 23.0 and a p of <.001. The rela- 
tionship of validity scores to mental health 
can be shown in another way. The average 
validity score for a privileged ward of 
women was 4.8, for a closed ward 3.2. For 
the men, the average validity score for an 
acute intensive treatment building was 2.6, 
versus 1.8 for a continued treatment build- 
ing. It seems reasonable to assume that the 
validity score and the previous more diffi- 
cult preference test are to some extent meas- 
uring the same thing or things. This fact 
should be of some importance to the recrea- 
tor. For example, it would appear that 
those individuals with low validity scores 
should, if possible, receive special attention 
and be introduced first to simple, somewhat 
individualistic activities at which they could 
succeed. Also, a long-term program could be 
devised for such individuals with more defi- 
nite goals in mind. At least the recreator 
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would know something of the mental status 
of a patient without recourse to medical or 
psychological reports. 


DISCUSSION 


Only 29 per cent of the patients com- 
pleted the original form of the test in a 
manner considered valid (usable). With 
the new form, 56 per cent (47 per cent of the 
men and 82 per cent of the women) received 
validity scores of 8,4 or 5. Actually, many 
of the tests with validity scores of 2, and 
some with scores of 1, were of some use 
although incomplete. The relationship for 
men between the preferences of the high 
and low validity groups is shown by a Rho 
correlation of .92. That the revised test is 
measuring about the same thing or things 
that the 1955 test measured is suggested by 
the close agreement between the interest 
rankings of the group tested in 1955 and the 
present group (1957); here the Rho correla- 
tion for men is .93, and .93 for women. 
When individually administered, the test 
can be reliably completed by all co-opera- 
tive patients who are not out of contact. 

It is our feeling that an aversion test 
might have more predictive value than a 
preference test, but because so few individ- 
uals were assigned to low preference activi- 
ties, a statistical case cannot be made with 
our data. There does seem to be a greater 
tendency for low participation scores to be 
associated with extremely low preference 
scores; conversely, it was not as often the 
case for high preference scores to be asso- 
ciated with high participation scores. Until 
more is known about this, it would seem 
advisable not to assign individuals to their 
least preferred activities. 


The test procedure introduces the Rec- 
reation Section to the patient and gives 
his some information as to what is of- 
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fered in the hospital. At the same time, 
it gives the Recreation Section an oppor- 
tunity to purposefully plan a more in- 
dividualized program for the patient. How- 
ever, the test is more useful (predicts per- 
formance more accurately) if it is given 
after the patient has been exposed to the 
available recreation activities. 

Some interest tests may fail to predict 
actual performance because the subjects 
lack certain fundamental skills. A patient 
might well want to play softball, express 
such a preference and yet for want of skill 
not participate in the activity. Seymour, 
Ladd, Samuels, and Taylor (2) have dem- 
onstrated that participation in basketball 
can be markedly increased if basic skills are 
taught. Many of our patients have limited 
educational backgrounds and come from a 
deprived environment, both personally and 
socially. Such individuals have had ex- 
tremely limited recreation opportunities 
and this fact should be considered when 
programming for them. 

The finding that the average choice of a 
total group is a good prognosticator of per- 
formance should be explored further. At 
least it is a simple technique for assessment 
of a group and it provides a baseline for 
systematic sociometric investigations. One 
other deduction seems justified. Both men 
and women express low preferences for ac- 
tivities that can be carried out on the wards: 
for example, table games, newspaper-library 
and many hobbies. It might be useful for 
recreators to ask themselves this question, 
“Is the patient able to indulge in this ac- 
tivity on the ward?” What, if any, advan- 
tages are derived from leaving the ward to 
participate in an activity that is, or could 
be, carried out on the ward? Recreators 
might want to think of their activity areas 
as such. It would seem, for example, that 
patient libraries should offer much more 
than an opportunity to read. 





SUMMARY 


It is a favorable sign for men to prefer active 
sports. Women much prefer quiet sports, 
but those who left the hospital ranked ac- 
tive sports higher than those who remained 
in the hospital. It is quite an unfavorable 
sign for patients to be unwilling to take the 
preference test or to be unable to follow 
the directions. 

It has been shown that a simple prefer- 
ence test is a quite accurate predictor of 
performance at the extremes of individual 
choice and that the average choice of a 
group corresponds well with participation. 
The latter finding indicates that mental 
patients will participate in a number of 
activities. 

Certain sex differences in preferences and 
participation were found, particularly in 
the area of vigorous sports, which men pre- 
fer and women do not, but similarities are 
more typical. However, under all condi- 
tions the preference test did not predict per- 
formance as well for the women as it did 
for the men. 
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The test itself and the validity score, 
when properly used, will indicate something 
of the mental status of a patient and, to a 
certain extent, will predict the length of 
his hospital stay. 
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Love as the measure of man 


Defining mental abnormality is a complex 
matter, and there is less than unanimity in 
such definitions. None of the definitions 
that have been offered is without its critics. 
Those who would use an approach similar 
to that employed by the physician—a path- 
ological definition, where illness is defined 
in terms of the presence of certain symp- 
toms—run into the difficulty of vast differ- 
ences from one culture to another as to 
what is considered a “symptom.” Those 
mindful of cultural differences who attempt 
to define abnormality in terms of cultural 
context do not escape embarrassments. The 
cultural relativists, impressed by differences 
in small, rural, agrarian, isolated and rela- 
tively static and tradition-bound cultures, 
encounter difficulties when they attempt to 
generalize this approach to a large, hetero- 
geneous, dynamic, mobile society, one com- 
posed of numerous and often conflicting 
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subcultures, and sub-subcultures. Also, this 
position assumes that man is almost infi- 
nitely plastic, a difficult position to main- 
tain in the face of commonalities among 
widely separated and independent peoples 
and cultural revolts within isolated groups. 

Still another problem with the cultural 
relativity approach is that in attempting 
to be valueless and nonjudgmental, it fails 
to offer any frame of reference for evalua- 
tion of the culture itself, and it seems pat- 
ent that not all cultures are equal in their 
encouragement of mental health. 

A third approach, overlapping consider- 
ably with the others, says that the abnormal 
individual is the statistical deviant. Every- 
body is on the same continuum in a spirit 
of togetherness, and mental illness here is 
viewed as but an exaggeration of perfectly 
normal tendencies. But the statistical ap- 
proach is also beset with the problems of 
specifying the shape of the distribution of 
health, the specifics of plotting so complex 
a phenomenon as “personality” and most 
importantly, its failure to recognize the 





qualitative aspects of health in its haste 
to quantify. 

There are other definitions that have 
been offered of mental health, but the above 


are most frequently alluded to. Sometimes . 


insight is emphasized as the touchstone, but 
some neurotics and psychotics have consid- 
erable insight, sometimes more than so- 
called normals. Persons who are healthy 
may not have had to develop the acute 
sensitivity to their own functioning found 
in some mentally ill and in those who are 
undergoing psychotherapy. Occasionally 
somebody emphasizes “survival,” but this 
seems more appropriate for strictly bio- 
logical phenomena than psychological phe- 
nomena. A great many diverse psycho- 


logical types, who are in other respects less 
than adequate, seem to be able to “survive” 
biologically, and even to thrive. 

None of the above approaches to the 
problem of mental health defines it in 


truly affirmative terms. Perhaps an alter- 
native approach, and one worthy of serious 
consideration, would be to define the psy- 
chologically healthy individual as that in- 
dividual who is capable of love. Although 
somewhat different language may be em- 
ployed, this seems to be essentially the posi- 
tion of a number of recent writers, includ- 
ing Erich Fromm (2, 3), A. H. Maslow (6), 
Carl Rogers (10), and Riesman, Glazer and 
Denny (9), and is not inconsistent with the 
writings of some of the existentialists, ¢.g., 
Rollo May (7). 

Love here does not mean “romantic love.” 
Nor is it a “sacrificial love,” where the meas- 
ure of love is what the individual is willing 
to sacrifice for the love object. Nor is it 
identical with sex, although it may some- 
times involve sex. Neither is love the same 
thing as need reduction, as the neobehavior- 
ists seem to think (8, 12). 

Love is not equivalent to having our 
needs diminished, and since it involves a 
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mature and integrated human, it cannot be 
adequately studied in infrahuman organ- 
isms via motor activity only, as Harlow (4, 
5) has recently attempted to do. A need 
reduction view encourages one to think of 
the others as an object, and one can only 
manipulate objects, not interact or love 
them. One may be led by this line of 
thinking, as Winch (14) is, in considering 
mate selection, to a view that persons seek 
within their field of eligibles “for that per- 
son who gives the greatest promise of pro- 
viding him or her with maximum need 
gratification,” and from there to seeing sim- 
ilarities in the process of selecting a mate 
and ordering a dinner. A need reduction 
view accounts for “need deficiency motiva- 
tion,” in Maslow’s phrase (6), but not 
“growth motivation,” not behavior that 
arises not out of want but rather out of 
fullness, not out of deprivation but out of 
satiation. 

“Love,” Fromm says, “is union under the 
condition of preserving one’s integrity, one’s 
individuality,” (3). We might say it is a 
specific manner of relating to others that 
involves taking from others without drain- 
ing or depleting them and giving to others 
without overwhelming or obligating them. 
It occurs in people who are not alienated 
from self, in those whose image of them- 
selves is not seriously discrepant from whom 
they truly are. it is an interaction, thus, 
between psychologically rich, mature indi- 
viduals, making for ever more richness and 
productivity. 

In relating to others, it is associated with 
a number of different characteristics: 

(A) Respect for self and others. The 
person who can love has respect for himself 
and for others. You cannot love another if 
you do not respect him, and you cannot 
love another if you do not love yourself. 
Strange as it may appear, particularly in 
Western civilization, love begins at home. 
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To “love your neighbor as yourself” means 
at the very least that you must love your- 
self if you are to love your neighbor. This 
is not a narcissistic love, which is dynami- 
cally born of hate; it is not an indiscrimi- 
nate approval of all that one does. It can 
mean disapproval, but not the kind of dis- 
approval that destroys; it can mean restric- 
tions, but not the kind of restrictions that 
stultify. 

What does respect mean? It certainly 
doesn’t mean a kind of vacuous tolerance, 
the kind of attitude that we find cultivated 
in masses of Americans who see equal good 
in all religions, equal good in all men, 
equal good in all ideas. Obviously, not all 
religions, men and ideas are equally good. 
It certainly does mean a kind of selectivity 
and ability to discriminate. 

Since the healthy person, or the person 
who can love, is not utterly, desperately de- 


pendent upon the moment-to-monent sanc- 
tion of his social group, he can see more 
deeply into the essential nature of things. 
Since he doesn’t have to be guided only, or 
most importantly, by the feedback from his 
audiences, he can be more open to his inner 


experience. And this inner experience 
necessarily involves discriminations. We 
cannot know love unless we know hate; we 
cannot know good unless we know evil. 
And being sensitive to his own inner experi- 
ence necessarily means he can be more 
sensitive to the inner experience of others. 
He can experience others not as objects to 
be manipulated or controlled or as com- 
modities to be exchanged, but rather as 
complex tapestries of values and attitudes. 

We cannot, then, have love without a 
critical—not in the sense of damning—ap- 
praisal. Respect refers to this critical ap- 
praisal and connotes, in a basic sense, a 
trust (but a selective one) of others because 
there is a sharper attuning to reality. 

(B) Responsibility. The healthy person 
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can “own his behavior,” i.e., he experiences 
himself as, and is, in control of his own be- 
havior. It was not his fatigue that made 
him do this but he who interpreted his 
fatigue as issuing in such and such behavior. 
His headache did not prevent him from 
coming to the party. It was he who inter- 
preted his headache as an obstacle to com- 
ing to the party. The essential causes for 
his psychological behavior, in other words, 
lie not outside of him but inside of him 
and, in fact, are identical with and reveal 
his Self. He is not a what; he is a who. 
From this point of view, “no man can make 
of me a slave; only J can allow him to make 
me a slave by behaving in a slave-like 
fashion.” Whenever he acts then, in the 
sense of expressing an inner state or en- 
gaging in behavior that has some intended 
consequences, the healthy person takes re- 
sponsibility for his behavior. 

The whole matter has been nicely put by 
Jean Paul Sartre (11): 

“There are alarm clocks, signboards, tax 
returns, policemen—so many barriers 
against dread. But as soon as I am sent 
back to myself, I suddenly find myself to 
be the one who gives its meaning to the 
alarm clock; who forbids himself, at the 
instance of the signboard, to walk on a 
lawn; who lends its urgency to the chief's 
orders . . . I emerge alone and in dread in 
the face of the unique and first project 
which constitutes my being; all the barriers 
go down, annihilated by the consciousness 
of my liberty. I have not, nor can I have, 
recourse to any value against the fact that 
it is I who maintain values in being; noth- 
ing can assure me against myself. Cut off 
from the world and my essence by the 
nothing that I am, I have to realize the 
meaning of the world and of my essence: I 
decide it alone, unjustifiable, and without 
excuse.” 

(C) Alone. One of the more salient char- 





acteristics of the healthy individual today is 
his ability to be alone. The “other-directed 
men” of Riesman, Glazer and Denny (9) or 
the “organization men” of Whyte (13) or 
the marketing men of Fromm(l) cannot 
tolerate solitude for it robs them of the so- 
cial cues that are the key to their survival 
as types. They gravitate to groups of one 
sort or another, almost any sort—the Lions, 
Elks, Moose, Deer, Geese, Mice. They 
avidly read the “peephole reporters” for the 
vicarious thrill it affords for, among other 
things, it unmasks the privacy of others. 
The radio blares incessantly, similating the 
presence of others. The prime function of 
the school system becomes that of enabling 
people to adjust to each other, not of en- 
larging and deepening our intelligence. 
Committees and “‘brain-storming” become 
substitutes for thought. No Thoreau here. 

The point here is that we do each live in 
a subjective island from which there is no 
escape, and we do often pass each other in 
a psychological darkness. The inner re- 
cesses of our being cannot be known only or 
even best in groups. This flight from con- 
tact with ourselves, which is perhaps the 
dynamic behind much of our social ac- 
tivity, testifies eloquently to the impoverish- 
ment of the Self. The alienated individual 
has to drown himself in activity to avoid the 
painful possibility of confronting himself. 
Fromm advocates, at one point in The Art 
of Loving (3) that we take 20 minutes each 
day to do nothing. And, paradoxically 
enough, this period of solitude may help to 
sometimes disturb but also to illuminate 
and extend our experiences in our inter- 
actions. 

There are other characteristics which are 
significant—such things as spontaneity, 
creativity, existential living (i.e., neither 
overly burdened by the past nor excessively 
mortgaged to the future), trust of Self (i.e., 
the courage to make mistakes), integrity, 
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being moral without being moralistic, real- 
ization of potential, etc. These character- 
istics are complexly interwoven with each 
other and with the healthy person's love. 
Healthy love is not possible with alienation 
from the Self. The person who can love is 
true to himself, and because he knows and 
is true to Self, he can know and be true to 
others. He is not alienated from Self and 
so does not have to create conditions that 
create alienation in others or further aliena- 
tion in himself. The secretly rejecting 
mother who no longer has to deceive her- 
self regarding her love for her child can, 
paradoxically, grow to love the child more. 
The man who no longer has to deceive him- 
self regarding his courage, can, paradoxi- 
cally, become more valorous. Perhaps many 
of those persons who are called ill and many 
others who “pass” for normal among us, are 
alienated individuals, persons whose images 
of themselves are quite incongruous with 
what they are. Perhaps many who have 
been institutionalized are simply those 
whose images are blatantly unorthodox or 
who have not attained the social or power 
positions which would obscure their 
madness. 

It would seem that alienation is not pos- 
sible in cultures where the possibilities of 
individuation are not present, where cus- 
tom has become so encrusted that person- 
ality, in the sense in which we see it in 
Western civilization, has not been able to 
crystallize. But it also seems that in our 
own culture, in a mercantile age where de- 
ception abounds, that alienation is particu- 
larly likely. After all, we do have adver- 
tisements that falsely proclaim products; we 
do have the spectacle of ghost writers au- 
thoring the major addresses of high execu- 
tives; we can use installment buying to give 
the iJlusion of income; television programs 
do use false applause. Even the body can 
be made to deceive, for we have false hair, 
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teeth, shoulders, breasts, calves. There 
should be little surprise to find false Selves 
present too, 

In an age of deception, the antidote is 
candor. In psychotherapy a good deal of 
effort is spent, although called by different 
names, in reaching the point where the 
client can confront himself as he really is, in 
bringing him to the point where he can be 
free from the cruelest of all deceptions— 
self-deception. Stripped of pretense, naked 
before himself, seeing himself and accepting 
himself for what he truly is, he can begin 
to love. And in love he can see himself, 
and others, in fullest measure. If man is 
the measure of the universe, then love is 
the measure of man and the hope of man- 
kind. 
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GEORGE GERBNER, Pu.D. 


Psychology, psychiatry and mental 


illness in the mass media: A study 
of trends, 1900-1959 


The “psychological trend” in mass com- 
munications and popular culture has been 
the subject of much stimulating discussion 
but little objective study. As part of our 
research on communications problems in 
the area of popular conceptions of mental 
health, we gathered information about cer- 
tain aspects of the currents of attention de- 
voted to psychological and mental illness 
topics in the mass media. 

Our search for centralized sources of in- 
formation about media content led to stand- 
ard reference guides as indicators of the 
availability of printed material under rele- 
vant headings over periods of time. But 
who indexes movies and television pro- 
grams? The answer we found is: the cen- 
sors. Censorship is conducive to a cen- 
tralized record keeping and classifying not 
found anywhere else in the industry. With 
information collected from these sources we 
were able to trace the ebb and flow of at- 


tention devoted to mental illness topics and 
the mental health professions in popular 
magazines over the last half century, in the 
New York Times since 1913, in feature 
movies since 1944 and on television since 
1954. 

Since our vantage point is primarily that 
xf communications research, we shall not 
ttempt—but wish to invite—interpreta- 
tion of our findings in terms of the history 
of the mental health movement or of the 
professions concerned. We shall limit our- 
selves to reporting the findings and shall 
conclude with a few suggestions pertinent to 
mass communications theory and public 
information strategy. 
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POPULAR MAGAZINES 


The Reader's Guide to Periodical Litera- 
ture was examined for policy, format, ty- 
pography and general consistency of index- 
ing over the years. Preliminary calculations 
indicated that the few changes that did 
take place had no substantial effect on 
the relative proportions of articles indexed 
under any one topic. Multiple listings of 
articles appeared negligible. Changes in 
subject headings did, of course, complicate 
the task of tabulation, but tracing these 
changes yielded clues to changing emphases. 

We shall anticipate the next section by 
noting that the same procedure was fol- 
lowed with respect to the New York Times 
Index from which we derived our estimate 
of trends in the Times’ coverage of our sub- 


jects. The general stability of indexing 


policies and the apparent consistency of our 
findings across the media suggest that, 
within their proper limits and with certain 


cautions, these reference tools can be used 
for the assessment of trends in the avail- 
ability of materials on selected topics. 

The Reader’s Guide, of course, does not 
index all popular magazines, and the New 
York Times Index covers but a single news- 
paper. But the 100-odd magazines indexed 
in the Reader's Guide for over half a cen- 
tury include most of the major magazines 
libraries consider to be of lasting value. 
Listings also mean, therefore, availability 
in libraries across the country. Similarly, 
the New York Times Index opens channels 
of information beyond the actual coverage 
of the Times. It also provides us with a 
comparison of magazine and press policies 
in regard to our subjects. 





1 Lawler, John, The H. W. Wilson Company; Half 
a Century of Bibliographic Publishing (Minneapolis: 
The University of Minnesota Press, 1950), p. 106. 
See Chapter VII for a more detailed discussion of 
indexing policies. 
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The subject headings examined in each 
volume of the two indexes were those we 
thought to be most directly relevant to 
mental illness, psychiatry and psychology. 
Our criteria of relevance had to be arbi- 
trary. We included headings such as am- 
nesia and hypnotism because of the role of 
these subjects in popular fiction and drama. 
We excluded child study and its predeces- 
sors because it led us too far afield. The 
final list may be subjected to criticism for 
a number of reasons, but it appeared ade- 
quate for our purposes. Also, preliminary 
computations indicated that the addition or 
substitution of closely related subjects 
would not have materially altered our 
general results. 


SUBJECT HEADINGS 
IN THE READER’S GUIDE 


The geneology of subject headings pre- 
sents a study in shifting concepts and evolu- 
tion of terms. 

Subject headings in periodical reference 
guides are not easily changed. Many librari- 
ans rely on these guides for their own 
indexing procedures, and a change in head- 
ings involves costly revision of files. Sub- 
ject heading in the H. W. Wilsor. periodical 
indexes reflect: (a) common usage of terms, 
(b) professional usage in the specialized 
fields, and (c) the editors’ striving for con- 
sistency and permanence amidst the se- 
mantic flux of our times. Asked about her 
policy in regard to outmoded headings, the 
editor of the Readers Guide once com- 
mented: “When I shudder at them and 
can’t stand them any longer, I finally change 
them.” 2 

Only six of the complete list of 43 head- 
ings appeared in the first (1900-1904) bound 
volume of the Reader's Guide. They were: 
Insanity, Insane Hospitals, Idiocy, Defec- 
tive Children, Hypnotism and Psychology. 





The number of headings more than 
tripled by 1910. Mental Hygiene and Men- 
tal Disease (the latter changed to Mental 
Illness in 1955) joined Insanity to furnish a 
substantial amount of listings through the 
years. Defective Children merged into De- 
fective Classes, then Defectives, which, to- 
gether with Feeble-Minded, became Men- 
tally Handicapped in 1957. Abnormal 
Children and Backward Children split off 
from Defective Classes. Insanity and Crime 
was initiated, and Amnesia began as a sepa- 
rate heading. 

Mental Healing began as a major heading 
(to be changed to Psychotherapy in 1941), 
and Psychoanalysis was initiated. ‘“Psycho- 
logical” specialization began: Pathological, 
Physiological, and Educational subheadings 
were soon joined by Research and Experi- 
mental. Psychologist originated in 1910, 
and Psychological Examination in 1915. 

The end of World War I found Psycho- 
logical (later Psychiatric) Clinics and Indus- 
trial Psychology added to the list. The late 
twenties contributed Neurosis, Mongolism, 
Psychopathic Wards, and Psychiatry itself. 
The last, started in 1929, subsumed most 
of the listings previously under Psychology, 
Pathological. 

The only new headings started in the 
thirties were Exceptional Children (later 
to absorb Abnormal Children) and Insane 
(later Mentally Ill) Care and Treatment. 
World War II added Psychological War- 
fare, and Psychiatry-Military. Its after- 
math might have been reflected in the addi- 
tion of Therapy to Mental Disease (later 
Mental Illness), of Psychiatric Employees to 
Insane (now Psychiatric) Hospitals, and in 
the initiation of Psychiatrist, Child Psychi- 
atry, and Psychoanalysis and Religion. 

Changes in terminology (such as Mental 
Illness for Mental Disease and Insanity, 
Mentally Handicapped for Feeble-minded 
and Defectives) marked the indexing trends 
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of the 1950's, along with new subheadings 
on Diagnosis, Therapy, Rehabilitation, and 
Social Aspects, under Mental Illness. 


General trends 


There is little point in proving that the 
total number of articles written on mental 
illness, psychiatry, psychology (and many 
other subjects) increased in the last half 
century. The more significant question is 
how the number of such articles changed, 
if at all, in relation to all other topics 
magazines write about. 

The Reader's Guide already provides a 
“sampling” of periodical literature; any 
subsection of its listings is weighted to some 
extent by the limitations imposed on the 
whole. But there is still the possibility 
that changes in the number of articles listed 
under selected headings reflect changes in 
these overall limitations—such as the num- 
ber of periodicals indexed or the total size 
of a volume—rather than real changes in 
relative proportions. 

We accounted for these possibilities by 
computing trends three ways. First, we 
obtained simple yearly averages (number of 
articles listed in bound volume divided by 
the number of years covered). Next, we 
divided this by the number of periodicals 
indexed in each volume. Third, we divided 
the yearly averages by the number of pages 
contained in each volume. 

The yearly averages show an overall 
climb in the total number of articles in- 
dexed under our selected headings, with 
the last three volumes containing about 
three times as many relevant articles as the 
first three volumes, and the sharpest decline 
occurring in the early thirties. 

When the number of articles is weighted 
by the number of periodicals indexed, 
which, incidentally, has been quite stable, 
we find a similar curve. The rise from the 
first to the last three volumes was only two 
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and one-third, but there were no reversals 
in trend when the number of periodicals 
indexed was taken into account. 

Weighting by the number of pages con- 
tained in each volume of the Reader’s 
Guide changed the overall upward trend; 
it appears that popular magazine articles 
on mental illness, psychology, psychiatry 
and related subjects did not increase in 
number in relation to articles on all other 
subjects listed in the Reader’s Guide in the 
last 59 years. 


The year-to-year trends, however, are the 
same, regardless of the way they are com- 
puted. For example there is a striking 
similarity between our graphs and the eco- 
nomic trends of the nation. Popular in- 


terest in (or exposure to) articles on mental 
illness, psychiatry and psychology appears 
to rise in war and prosperity and fall dur- 


ing depression or recession.? 


THE NEW YORK TIMES 


Our historical survey of press coverage was 
limited to stories published in the New 
York Times and listed in the New York 
Times Index, published since 1913, under 
headings identical or similar to those 
studied in the Reader’s Guide. The method 
of measurement was in standard pages and 
fractions of pages of the Index occupied by 
story listings under these headings.* 





2 The magazines which accounted for 64 per cent 
of all listings for the entire period were, in order 
of frequency of articles: Science News Letter, Science 
Digest, Time, Newsweek, Reader’s Digest, Today's 
Health, Life, Coronet, New York Times Magazine, 
The Saturday Review, Scientific American and the 
Saturday Evening Post. 

8 The “standard page” was the 1950-1958 average 
of 2,403 words per page. This method was used to 
eliminate the effects of type and format changes in 
the bound volumes. 
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An examination of trends in coverage in 
the New York Times and of the frequency 
of magazine articles weighted by the num- 
ber of periodicals indexed in the Reader's 
Guide shows that the ups and downs were 
earlier and more violent in the newspaper, 
as we might expect, especially in compari- 
son with a composite index of many maga- 
zines with different editorial policies and 
publication dates. 

The high peak around 1925 reflected a 
rash of legal, institutional and crime stories 
about insanity, an apparent preoccupation 
with “religious manias” and with the sup- 
posed (harmful) effects of prohibition on 
mental illness. The similar highpoint in 
1948 was the result of news about postwar 
international developments, about stepped- 
up legislative and organizational activities 
and of the growing impact of studies of the 
causes of Army draft rejections. The news 
vatues of these subjects apparently sur- 
passed their usefulness as materials for mag- 
azine articles; the magazine trend shows 
relatively slight humps for these two 
periods. 


MOVIES 


The Production Code Administration of 
the Motion Picture Association of America, 
Inc., places its Seal of Approval on about 
95 per cent of all commercial movies ex- 
hibite’ in the United States. In the course 
of its review, the PCA also classifies each 
film by “‘type,” “significant story elements” 
and other categories. 

One category of film “types” is “psycho- 
logical.” While less than four out of every 
hundred feature films fell into the category 
of “psychological” in the period from 1944- 
1954, the output of “psychological” movies 
ranged from 28 in 1947 to none in 1954. 

Another, less exclusive, classification is 
one which notes “significant story elements” 





in each film. A yearly count of these from 
1950 through 1958 shows that nearly one in 
ten films contained significant “psychologi- 
cal” story elements in the opinion of the 
PCA coder. The “psychological” elements 
rose to a high of 18.4 per cent of all films 
released in 1951, fell to a low of 2.3 per 
cent in 1954, and rose again in 1957. 

A check on the types of films most likely 
to include significant ‘‘psychological” story 
elements showed murder mystery leading 
with 40 per cent of such films (but only 17 
per cent of all films). Science fiction and 
horror films accounted for 11 per cent of 
those involving “psychological” story ele- 
ments (but only 4 per cent of all films). 


TELEVISION 


Our estimate of trends in the portrayal of 
mental illness and mental health profes- 
sionals on television came from the files of 
a network censor. It is limited to filmed 
programs, both old movies and filmed TV 
shows selected from a clearance file which 
contains a record of all films screened for 
telecast over the network. This record in- 
cludes a brief synopsis of each program and 
of censorship action taken, if any. Thus, we 
could tabulate the incidence of filmed pro- 
grams containing relevant themes or por- 
trayals significant enough to be noted in the 
synopses. 

Beginning in appreciable numbers in 
1954, the frequency of relevant material 
screened for network telecast came to a 
peak in 1957, then declined. 

A check on the censor’s own classification 
of relevant programs revealed that mental 
illness themes and portrayals were most 
likely to occur in TV “drama” (54 per cent) 
and mystery (28 per cent) and in feature 
movie mystery (47 per cent) and “drama” 
(20 per cent). 
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CONCLUSIONS 


Despite obvious differences (attributable to 
certain characteristics and business condi- 
tions unique to each medium) there are 
broad similarities among the mass media in 
the amount of attention devoted to our 
topics. 

These similarities appear to be anchored 
in basic productive developments of society. 
The psyche seems to receive a greater share 
of attention when Johnny goes marching 
off, or moves to the suburbs, or buys a new 
car, than when he might be concerned about 
a job, or the rent, or the monthly payments. 
Virtually every lowpoint in relevant output 
marks a depression or recession; this is true 
also when relevant material is measured as 
percentage of total output. 

Trends in news and other nonfiction are 
not independent from currents in popular 
fiction and drama. Information and edu- 
cation might not be so far removed from 
what we call entertainment and escape as it 
is commonly supposed. It may be that we 
do not really “escape” the concerns that 
loom large in the “reality material” of 
news and nonfiction when we turn to en- 
tertainment but only transform them into 
conventionally stylized fictional and dra- 
matic forms. 

Any attempt to communicate ideas or 
change attitudes about mental illness and 
the mental health professions calls for a 
broad concern with the full cultural con- 
text in which messages and images are per- 
ceived. Limiting the concern to tactics of 
message-manipulation or to strategies of 
presenting information alone are likely to 
be inadequate to the task. 
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The value of supervision in training 


psychiatrists for mental health 


There are various schools of thought on the 
most effective way to use a psychiatrist in 
mental health teaching and consultation 
with community agency personnel. In 1956 
the Community Services Division of the 
California State Department of Mental Hy- 
giene supported a two-year program to 
show that a particular philosophy of con- 
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sultation which had previously been used 
successfully with public health nurses could 
be applied to public school teachers. 

A detailed description of this philosophy 
has appeared in a previous publication.? 
Briefly, it assumes that personnel who have 
not received psychological orientation as a 
specific part of their professional training 
will profit most from learning about nor- 
mal and abnormal psychological develop- 
ment, behavioral motivation and patterns 
of emotional expression if such learning is 
kept closely related to practical problems 
encountered on the job. Particular pro- 
fessional groups have certain areas of need 
for help which are specific to their type of 
work. A consultation program must in- 
clude both education of the personnel 
along the lines most useful to them and 
an opportunity for them to experience the 
helpful effects of psychological insights 
within the framework of a group which has 





supportive leadership by a psychiatrist. Cer- 
tain techniques and special knowledge 
about the group to be served are necessary 
to the psychiatrist who undertakes leader- 
ship. 

It is possible for trial and error gradu- 
ally to acquaint the psychiatrist with the 
special needs and attitudes of particular 
groups, but the process of trial and error 
contains certain hazards to the morale of 
the psychiatrist and to the ultimate goal 
of a consultation program. Psychiatric ma- 
terial has a tendency to create anxieties 
and resistances in people who are unaccus- 
tomed to focusing on awareness of emo- 
tional processes. Presentation of this type 
of material to untrained groups, without 
some foreknowledge of how to make it ac- 
ceptable, may inadvertently strengthen pre- 
existing antagonism—or create it anew 
to the whole field of psychiatry and make it 
difficult for a psychiatrist to demonstrate 
the usefulness of his specialized knowledge 
to workers in other fields. 

At the request of a local school district 
for a volunteer psychiatrist, the East Bay 
Psychiatric Society formed a committee to 
study the problems of offering consultation 
services to community agencies. The com- 
mittee studied the needs of the particular 
school district as part of a larger problem 
of consultation in general. 

It was felt that: 

(1) A psychiatrist in this kind of work 
should be compensated financially for his 
time in order to insure a stable, ongoing 
identification with his job; and 

(2) He should be trained specifically for 
work with personnel of the particular 
agency in question. 

It was felt that to be a good consultant a 
psychiatrist must possess certain skills and 
attitudes beyond technical proficiency in 
the professions of psychiatry and/or psy- 
choanalysis. Even though psychiatrists have 
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traditionally considered agency consultation 
to be a part of their professional function, 
they frequently fail to meet the needs of 
workers because they do not fully recognize 
the implications of conditions existing in 
specific types of agencies which have 
various types of traditional attitudes and 
patterns of functioning. This is even more 
true when they consult with personnel 
whose professional training is unfamiliar 
to them. They must often learn a whole 
new set of consulting techniques when 
working with such groups. 

The committee considered that a useful 
method of mental health teaching and con- 
sultation in a school system is one in which 
the psychiatrist consults with groups of 
teachers. Subject matter is raised primarily 
by the group members, and teaching of 
theory is kept closely related to practical 
problems encountered by teachers. This 
kind of consultation involves a technical 
process which should be clearly distin- 
guished from “group therapy” and “group 
dynamics.” Discussion is intended to be 
primarily content-oriented. Focus upon the 
attitudes of group members themselves is 
discouraged but may take place under 
special circumstances. 

In training the consulting psychiatrist, 
use of supervision was considered an impor- 
tant part of the program. Funds were 
allocated accordingly by the state. The 
training psychiatrist was defined as an ex- 
perienced member of the psychiatric profes- 
sion who also had skills and experience in 
consulting with nonpsychiatric professional 
groups. Her function was to instruct and 
clarify with the consultant in technical 
problems of consultation. 

Some readers may wonder whether there 
is sufficient value in this double use of psy- 
chiatric personnel to warrant the additional 
cost. Since all experienced psychiatrists 
have essentially comparable knowledge of 
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mental processes and pathology, it might be 
assumed that their training for consultation 
with nonpsychiatric personnel is also com- 
parable and the use of a training psychi- 
atrist redundant. 

It is, however, important to recognize 
that the usual training and experience of a 
psychiatrist does not necessarily prepare 
him for certain aspects of consultive work. 
His previous professional attitudes may 
even be a handicap in some respects. 

There are four major areas in which 
difficulties may arise: 

1. Inexperience with techniques for han- 
dling groups; 

2. Lack of knowledge about the job prob- 
lems and attitudes of certain professional 
groups as a whole; 

3. Biases arising from previous methods 
of functioning as psychotherapist to indi- 
viduals; and 

4. Anxieties and unconscious blocks to 
his own functioning which arise specifically 
from the assumption of a new role. 

I shall take up each category briefly and 
attempt to show—with examples from this 
particular program with teachers--how a 
psychiatrist experienced in working as con- 
sultant to specific professional groups may 
shorten the apprenticeship of another psy- 
chiatrist in a type of experience new to him. 

To ensure clarity in the use of terms 
throughout this paper, “consultant” will 
indicate the psychiatrist who works with 
groups of teachers and “training psychi- 
atrist” the one with experience in this type 
of work. 

As mentioned above, the average psychi- 
atrist lacks skills and information necessary 
to the conduct of group consultation. Tech- 
niques for conducting discussions with sev- 
eral people differ in many ways from those 
necessary in handling a one-to-one doctor- 
patient relationship geared explicitly to ex- 
ploration of the intrapsychic structure of 
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one individual. A “normal” group contains 
individuals with greatly varied personal 
psychodynamics and degrees of readiness 
for emotional insights. It is important to 
learn to gauge levels of readiness in any 
group for particular types of content and 
to control the degree of anxiety aroused in 
individual members, while still remaining 
focused on a professional problem involv- 
ing the whole group. The training psychi- 
atrist makes use of his own previous experi- 
ence in consultation to base theoretical 
teaching of consulting skills on specific 
problems presented by the consultant, just 
as the consultant bases his teaching on ma- 
terial presented by teachers, 

Work with a specific professional group 
also necessitates knowledge of attitudes, 
roles, traditions and areas of anxiety com- 
mon to that type of group. Certain kinds 
of hierarchical structures, such as those ex- 
isting in most agencies, bring with them 
typical reactions and ways of handling 
learning situations which have become 
characteristic of members of those agencies, 
regardless of individual personality struc- 
ture. Certain types of questions are raised 
whenever consultation is available to mem- 
bers of that group, and certain kinds of 
material create predictable reactions. 

To use teachers as an example, antago- 
nism will be aroused regularly by anything 
that is interpreted as an underestimation of 
their “common sense” and knowledge of 
child psychology. Many teachers, in the 
course of their working experience with 
children, develop an intuitive awareness of 
emotional reactions and practice “psycho- 
logically correct” ways of handling behavior 
without any theoretical understanding of 
what they are doing. On the other hand, 
many teachers handle behavior by tech- 
niques which bear no relationship to the 
underlying motivation for children’s ac- 
tions. The psychiatrist can learn to phrase 





his remarks in such a way as to avoid pre- 
cipitating defensive reactions and thus fa- 
cilitate receptivity for learning. 

Many ideas accepted by the psychiatric 
and allied professions have been acquired 
through long and patient familiarization 
with unconscious material. When such 
concepts are glibly presented to untrained 
groups, the reaction is almost universally 
one of incredulity and hostility. For in- 
stance, the idea that parents may have di- 
rect sexual impulses toward their children, 
or vice versa, is abhorrent to most teachers 
and may retard their ability to trust in the 
rationality of the psychiatrist. Aspects of 
parent-child relationships which are recog- 
nizable as intensifications of common ex- 
perience are, however, usually accepted 
without protest and may be used to get the 
basic idea across without offending the 
personnel. 

Traditional prerogatives may be threat- 
ened by presentation of a new view on be- 
havior and motivation. There may be con- 
siderable resistance on the part of school 
personnel toward seeing as “illness” be- 
havior which has customarily been treated 
by disciplinary methods. 

Conflicts around the setting of limits are 
universal among teachers of all age groups 
up to and often including university level. 
The importance of maintaining a “quiet 
classroom” is traditionally stressed in 
teacher training and required by supervi- 
sors. Recently, however, “permissiveness” 
has achieved status in the psychologically 
oriented literature. The teacher frequently 
feels caught between two opposing philoso- 
phies. She automatically assumes that the 
psychiatrist will not understand her prob- 
lem and reacts defensively whenever dis- 
ciplinary measures come into question in 
any way. 

Many a counselor sees it as his preroga- 
tive to instill moral and religious values into 
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children. If this concept comes under dis- 
cussion in pointing up the value of a dif- 
ferent type of functioning, the counselor 
may feel his status in the hierarchy to be 
weakened and become resistant to what is 
being learned. 

Such reactions as these—and many others 
—can best be handled by the consultant if 
he anticipates them through discussion with 
a training psychiatrist. 

We come now to the second category of 
difficulty, that of bias arising from previous 
experience as a psychotherapist. 

In the role of psychotherapist to an indi- 
vidual, the doctor must focus primarily on 
the intrapsychic problems of that one per- 
son. Although he must understand the 
patient’s relationships to people in his en- 
vironment, the impact that he has on others 
must be considered largely from the stand- 
point of how it affects the patient. In a 
one-to-one therapeutic interaction with his 
patient, the doctor is geared to seeing things 
through the patient’s eyes, helping him to 
eliminate distortions in his view and to 
become aware of his feelings. 

Direct verbalization of conflicts and reac- 
tions is explicitly recognized by both mem- 
bers of a therapeutic relationship as neces- 
sary to the task for which they have come 
together. The doctor may estimate a pa- 
tient’s treatableness by the degree to which 
the patient is willing and able to recognize 
the nature and extent of his involvements 
with others. 

A psychiatrist who comes from this kind 
of climate into group work may have some 
difficulty in readjusting his view of his role. 
Frequently, at the same time he has to be 
aware of the needs of not one but several 
“patients”: the “case” under discussion, the 
discussing group as an entity and individual 
members within that group. He must main- 
tain his basic therapeutic attitude and 
awareness of the sources of individual anxi- 
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ety, but must also take on the functions of 
an educator and discussion mediator. 

Because of his long-term interest in dis- 

turbed individuals, a doctor working with 
teachers may consciously or unconsciously 
be aligned with a problem child, thus los- 
ing sight of the needs and conflicts of those 
who are trying to deal with the child in a 
classroom setting. Awareness of the needs 
of such a disturbed individual, with knowl- 
edge of how important a teacher may be to 
him, sometimes creates a tendency for the 
psychiatrist to emphasize what the teacher 
can do for the child, forgetting that the 
very awareness of her value in this respect 
may enhance the anxiety of the teacher 
herself. She is probably already feeling in- 
adequate to meet the needs of the whole 
group which is being disturbed by the indi- 
vidual, and she may be in conflict between 
her anger at the child and her desire to 
help him. 
The psychiatrist’s job is a delicate one. He 
must try to soften the impact of the dis- 
turbed behavior on the teacher by making 
her understand reasons for the seemingly 
irrational attitudes of the child, and at the 
same time he must help her to handle her 
own feelings. He must strengthen the 
teacher’s sense of adequacy even if in so 
doing he at times runs counter to what 
would be ideal from the child’s point of 
view. Thus his allegiance may be divided 
and his own self-esteem undermined. 

The psychiatrist's view of the therapeutic 
interaction must also be altered. There is no 
longer an explicit acceptance on the part of 
“a patient” that self-awareness is an impor- 
tant part of the contract. Often the exact 
opposite is true. The groups have come 
together with the assumption that focus will 
be on work problems and the understanding 
of other people’s emotional reactions. If 
material arises in the group which can best 
be clarified by some exploration of a teach- 
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er’s feelings, the consultant may at times 
feel that these feelings can be discussed. 
Whether he does so will depend on whether 
a firm, positive working relationship with 
the group has been established. The suc- 
cess of the discussion will depend on the 
skill with which the consultant handles it 
in a nonpunitive, nonthreatening way. 

Discussion of the attitudes of teachers and 
their emotional involvements in the prob- 
lems of their pupils, if carried out before a 
relationship of trust and co-operation has 
been created in the group, will create a 
great deal of hostility and resistance to the 
whole idea of psychiatric consultation. 
Tests, given at the onset of this program 
to explore the attitudes of teachers, caused 
recognizable hostility and resistance which 
retarded the function of most groups dur- 
ing the first year. It will be important 
to evaluate whether enough was gained 
from the test results to warrant the threat 
imposed by the feelings that the individual 
participants of the groups were themselves 
to be under scrutiny for psychological 
reactions. 

In view of the fact that willingness to de- 
velop self-awareness on the part of individ- 
uals with whom he is dealing is an impor- 
tant value to the psychiatrist because of his 
previous experience, he may have a tend- 
ency to see as “pathology” the normal re- 
luctance of group members to expose their 
anxieties in the presence of their colleagues. 

In general, if a psychiatrist is accustomed 
to certain types of reactions and motivations 
in patients and looks for them in members 
of the group, he may see as “normal” those 
attitudes which correspond with his expec- 
tations when actually the opposite may be 
the case. For instance, in the opinion of 
the training psychiatrist, the one group out 
of six in the present program which ac- 
cepted testing without protest seemed 
clearly to be denying their anxiety by in- 





tellectualization, and were reacting far less 
“normally” for a group of teachers than 
those who complained. The discomfort 
shown by a number of older educators in a 
highly unstructured discussion seemed 
quite expectable in members of a profession 
which, to a large extent, uses didactic and 
content-oriented teaching methods. A sim- 
ilar degree of discomfort shown by a patient 
in individual psychotherapy would be eval- 
uated by different criteria. 

A group of teachers showed evidence of 
resentment and nonco-operation which 
seemed irrational to the consultant because 
participation in the groups was supposedly 
on a voluntary basis. Through discussion 
with the training psychiatrist, it eventually 
became clear that their reaction was related 
to the fact that this group, to a greater ex- 
tent than any other, was meeting “on their 
own time” because other commitments of 
the psychiatrist left no other hour available 
to them. Until this point was clarified, he 
was searching for roots of the problem in 
the influence of certain group members who 
gave evidence of personal pathology. His 
professional experience with personal path- 
ology tended to obscure other factors in the 
dynamics of the group. 

It is the training psychiatrist’s job to point 
out such evidences of bias as appear in the 
material presented by the consultant, de- 
emphasizing focus on the pathology of in- 
dividuals in the groups and emphasizing 
concern with group reactions and interac- 
tions which may interfere with receptivity 
to mental health education. Many of these 
reactions may be common to a majority of 
members of a particular profession such as 
teachers. 

We come now to the third area in which 
supervision is important to a psychiatrist in 
the process of learning a new role. Anxie- 
ties and blocks to functioning, generated 
by the new role itself, may be alleviated 
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through discussion with someone who is 
emotionally uninvolved with the group. 

In a hierarchical structure consisting of 
people who are trying to help others with 
their problems, certain sources of anxiety 
are inherent in the positions at each level. 
At each level, the selection of problems for 
discussion is determined in part by uncer- 
tainties which may relate to relationships 
other than the one being described. A 
teacher’s description of difficulties a child 
is having with her may at the same time 
reflect concern about a similar type of diffi- 
culty which she is having with her princi- 
pal, supervisor or consultant. 


As an example, one group of teachers 
who were themselves in conflict about the 
new ideas they were beginning to get from 
the discussion sessions, chose to discuss 
“readiness of adolescents for a change of 
attitude” just at a time when their own 
readiness for change was an important fac- 
tor in the dynamics of the group. A group 
of principals expressed fears about the reac- 
tions of teachers to principals’ evaluations 
of their emotional stability at a time they 
were themselves showing evidence of anxi- 
ety about having their own reactions evalu- 
ated by the psychiatrist. 

The consultant must recognize how his 
remarks about a child’s problem may un- 
consciously be applied by a teacher to her- 
self. In many cases he may be able to help 
her work through a conflict vicariously by 
allowing her to examine the reactions of 
someone else in a situation similar to her 
own. What the consultant psychiatrist does 
for the teacher, the training psychiatrist 
does for him in recognizing that the ma- 
terial selected for presentation may some- 
times also reflect an area of his own anxiety. 

One may say in general that everyone’s 
perceptions are distorted somewhat when 
he is himself emotionally involved with a 
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problem. “The unit of undistorted per- 
ception is directly proportionate to the dis- 
tance from the scene.” I will not elaborate 
on sources of anxiety for the consultant in 
such a program as this but will name 
briefly a few ways in which anyone in his 
position might become personally involved. 

First of all, in a program intended as a 
pilot study for possible similar ventures, a 
psychiatrist feels under pressure both from 
above and below to do a good job. 

He is, in a sense, “on the spot;” he must 
show the sponsors of the program that it 
has justified their support; he must demon- 
strate his own aptitude for using psychiatric 
skills in a new way and must show school 
personnel that psychiatric knowledge and 
skills can be useful to them. Anything, or 
anybody, who through hostility, resistance 
or disapproval tends to reduce his own feel- 
ing of competence will be a threat to him 
and arouse conscious or unconscious hos- 
tility and defensiveness. These feelings 
may interfere with his functioning. 

Another source of anxiety can be the 
personal prestige needs of the individual, 
his security in the community and feelings 
of adequacy in regard to status in the psy- 
chiatric profession. These may determine 
his tolerance for the hostility toward him 
which inevitably arises from the competi- 
tive feelings of the personnel in other pro- 
fessions with whom he is working, and who 
may see him as a threat to their own pres- 
tige and status. He may at times have 
difficulty in recognizing such feelings on the 
part of others, especially if he is depending 
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on them for co-operation. Such a block in 
awareness may prevent his recognizing the 
cause of some breakdown in the morale of 
a group or of some failure to follow through 
on his suggestions. At such times clarifica- 
tion of the situation by someone who is un- 
involved emotionally may help him, in the 
same way that he can help a teacher recog- 
nize where her own “blind spots” interfere 
in getting a job done with a child. 

As the psychiatrist’s familiarity with his 
new role increases and his knowledge of 
schools and the attitudes of school person- 
nel as a group is broadened, the anxiety 
from all these sources diminishes. If he 
feels his work to be successful and appreci- 
ated by the school system, his own self- 
esteem will be strengthened. Any blocks to 
competence arising from feelings of in- 
security will decrease. He will, of course, 
always have to be alert to his own emo- 
tional involvements, just as he has had to 
be in individual psychotherapy, but his 
skills for dealing with the reactions of 
groups will more nearly approximate his 
skills in dealing with individuals. At this 
point the value of supervision decreases. 

The consultant may, at times throughout 
his career, feel the need to discuss difficult 
problems with someone at a “greater dis- 
tance from the scene,” but the position of 
the training psychiatrist in a mental health 
teaching program will have served its pur- 
pose when the specialized knowledge which 
is born of experience with a specific type of 
nonpsychiatric professional group has been 
acquired by the “apprentice.” 








DONALD C. KLEIN, Pu.D. 


The prevention of 
mental illness 


This discussion will concern itself with an 
approach to the prevention of mental ill- 
ness evolved by Dr. Erich Lindemann (6) 
and his associates at Harvard University 
during the past 10 years and exemplified 
by the Human Relations Service of Welles- 
ley, a mental health center in a suburban 
community of 24,000 people outside Bos- 
ton (2). The focus of attention upon issues 
of mental health and illness in the com- 
munity, while embracing many lines of 
inquiry, has not included several important 
areas of study carried on in different types 
of settings. Studies of constitutional and 
genetic factors and the transmission of the 
potentials for mental illnesses, increased 
knowledge of the intra-uterine environment 
of the fetus and attempts at the identifica- 
tion of specific toxic and illness-producing 
features of man’s environment are all es- 
sential to a comprehensive attack upon the 


varied mental illnesses of mankind. Knowl- 
edge of the role of German measles in men- 
tal deficiency has alerted physicians and 
pregnant women to the wisdom of attempt- 
ing to avoid infection during pregnancy. 
Understanding of the connection between 
syphilis and general prvesis has led to the 
marked reduction of tnis brain disorder in 
the population. Other examples could be 
cited, and new instances should be forth- 
coming as the result of other studies. 
While recognizing the importance of 
physical, constitutional and genetic factors 
in the community and its population, the 
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community mental health approach has 
concentrated primarily upon the interrela- 
tionships between the individual and his 
social environment. As a result, the team 
of people concerned with mental health 
issues has been expanded to include sociol- 
ogists, anthropologists, social psychologists, 
public health workers trained in the study 
of the mass features of disease and, more 
recently, architects and city planners, in 
addition to the usual trio of the psychia- 
trist, psychiatric social worker and clinical 
psychologist. 

The community mental health approach 
necessarily began with the study of indi- 
vidual cases of mental ill-health. Scrutiny 
of these individual casualties suggested 
areas of the social environment which de- 
served the attention of the mental health 
team. Consequent studies of certain com- 
mon life predicaments soon led to the 
identification of groups in the community 
that served to help large numbers of people 
during times of stress. Gradually it became 
clear that the cause of community mental 
health could best be served by a concen- 
tration upon the population of the com- 
munity rather than upon the individual 
case alone. 

This shift in focus from the individual 
case to the population is basic to commu- 
nity-centered efforts towards prevention of 
mental illnesses. It has permitted impor- 
tant lines of questioning of an order not 
possible on the basis of the study of the 
individual case alone. One such line of 
questioning concerns the sequence of events 
whereby certain individuals become so emo- 
tionally distressed or abnormal in their 
behavior as to warrant psychiatric care. 
For example, an extensive study of suicide 
suggests that the attempt at self-destruction 
is a final stage in a series of progressively 
less successful efforts of the victim to es- 
tablish an effective balance between himself 
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and his social environment (9). Another 
series of observations of delinquency has 
led to the formulation of a so-called delin- 
quency process involving the individual in 
an increasingly wide region of alienation be- 
tween himself and his family, his neighbor- 
hood and the officially sanctioned institu- 
tions and activities of the community. 
Another line of questioning made pos- 
sible by a population or ecological focus 
concerns the distribution of certain dis- 
orders in the community. It is hardly ac- 
cidental, for instance, that child guidance 
clinics and others consistently find that 
among children with learning and behavior 
disorders boys outnumber girls by a ratio of 
two or three to one. Such a ratio may have 
little or no significance for the treatment 
of the individual boy or girl suffering from 
a behavior disorder. However, the more 
we know about the factors contributing to 
this ratio, the better-equipped we will be 
to carry on more adequate preventive men- 
tal health work with the child population. 
It may be that alteration of child rearing 
and educational patterns will reduce the 
number of male children with emotional 
problems. On the other hand, it may be 
that more effective case finding measures 
will identify the girls with less obvious emo- 
tional problems who show up in later years 
in centers caring for late adolescents and 
young adults. The characteristic rates of 
incidence or identification of emotional 
disorders are only beginning to be dis- 
covered. The reasons behind them will 
only be understood if mental health centers 
throughout the country undertake pains- 
taking research at the population level. 
The shift in focus from the individual to 
the population necessarily involves some 
major alterations in the patterns of opera- 
tion of the mental health unit itself. The 
following paragraphs will delineate the re- 
quisite changes in perspective and func- 





tions in terms of a sequence of modifications 
—from the traditional clinic to the preven- 
tively oriented center: 

1. Consider the position of the treatment- 
oriented mental hygiene clinic in the com- 
munity. Such a clinic devotes most, if not 
all, of its time to the careful diagnostic 
study of sick individuals and to the treat- 
ment of those persons for whom outpatient 
psychotherapy seems either most urgently 
needed or most promising. In most such 
clinics the workers concentrate primarily 
upon the psychic malfunctioning of the in- 
dividual casualty. The social workers are 
sometimes delegated the task of assessing 
the current social environment of the pa- 
tient; they are also usually the ones respon- 
sible for interpreting to professionals and 
others in the community the policies, the 
strengths and limitations of the clinic. The 
basic responsibility is to the patient who has 
entered the doors of the clinic. The needs 
of those unable to get help because of wait- 
ing lists—and most clinics have them—or 
unwilling to get help because of misunder- 
standing of psychological problems or the 
nature of psychiatric help are not the re- 
sponsibility of the professional staff. 

2. An increasing number of treatment 
centers, including virtually all child guid- 
ance clinics, have extended their focus to 
include one or more members of the imme- 
diate families of their patients. Mothers— 
and more recently fathers—have been en- 
couraged and sometimes required to partici- 
pate in the treatment of the child patients. 
The aim of such treatment is, in part, an 
alteration of patterns of interaction be- 
tween the family members in question. 
One of the basic ingredients of the com- 
munity mental health approach—namely, 
the concern with the balance between the 
individual and his environment—is clearly 
present. 

§. The therapist in the mental hygiene 
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clinic, however, often hears of other spheres 
of environment-individual interactions be- 
yond the family unit, thus becoming aware 
of a broader network of relevant social re- 
lationships of the patient. Many patients 
have particularly unsatisfactory associa- 
tions with neighbors, fellow club members 
or potential friends in a variety of settings. 
Some seem especially restricted in such con- 
tacts. Limited as he is to the patient’s 
interpretation of the social milieu, the ther- 
apist is usually not in a position to assess 
specific characteristics of the social environ- 
ment itself. He learns only how it appears 
to the patient. He does not usually know 
which features of the social environment 
could be modified to the patient’s advan- 
tage nor is he in any position to effect such 
changes should he wish to do so. 

4. As the therapist works with individual 
patients and their families, he is also often 
aware of the existence of other professional 
or semiprofessional people whose activities 
affect the life of the patient. Community- 
centered treatment clinics have become in- 
creasingly cognizant of the needs of these 
professional groups for an understanding 
of mental hygiene principles and the use of 
psychiatric resources. As was suggested 
above, the psychiatric social worker, re- 
sponsible for the initial contacts with pros- 
pective patients, is usually the team member 
in most direct contact with the physicians, 
clergymen, educators and others who refer 
the greatest number of patients to the treat- 
ment clinic. The quality of the referral 
itself—the nature of the preparation given 
the patient by the referring person—may 
sometimes spell the difference between suc- 
cessful and unsuccessful care. Therefore, 
some clinics have devoted much time and 
attention to helping the various professional 
groups in the community learn how to rec- 
ognize those needing psychiatric care and 
how to help them accept such need. 
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5. Having entered into contact with the 
professional groups in the community, the 
mental hygiene clinic has taken another 
major step in the direction of a preventive 
orientation. Even such dissimilar shapes 
as “triangle” and “circle” can be drawn in 
a series with such gradual changes from one 
to the other that it is very difficult to deter- 
mine where the triangle stops and the circle 
begins. Similarly, there is no clear divid- 
ing line between a treatment and preventive 
orientation, even though the general out- 
lines of one approach markedly differ—as 
has been discussed—from the general out- 
lines of the other. Nevertheless, it is be- 
lieved that a basic alteration in focus has 
occurred when the mental health team de- 
votes a major part of its attention to the 
caretaking relationships between the pro- 
fessional or semiprofessional groups in the 
community and the individuals, family 
units and other clusterings of people in the 
population with whom they are in contact. 
In certain respects, the caretaking resources 
of the community, available to large num- 
bers of people facing common life predica- 
ments at different stages in their lives, are 
analogous in the mental health field to the 
sewage disposal and water supply systems 
in their function of maintaining a physi- 
cally healthy community. Once having ac- 
cepted this basic premise, the mental health 
team must determine whether or not to 
relinquish a primary treatment focus upon 
the individual patient-casualty in favor of 
a preventive focus designed to bring it into 
contact with the community and its popu- 
lation in other more strategic and appro- 
priate ways. 

6. Functions are like pie in that they can 
be cut from many angles and into any 
number of pieces. We have chosen to 
think of the mental health unit as having 
three major service areas: clinical, consulta- 
tive and educational. Moreover, as indi- 
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cated earlier, research operations are con- 
sidered to be an essential component which 
will ultimately reduce the size of the gap 
between present knowledge and skill and 
the preventive goals of such a center. 

The more specific activities of a mental 
health center can be described first in rela- 
tion to professional groups in the com- 
munity and second in relation to nonprofes- 
sional segments of the population. There 
appear to be four kinds of joint pursuits in 
which the mental health center and pro- 
fessional caretaking groups in the commu- 
nity can join forces: (A) Consultation; (B) 
Inservice Training; (C) Study of Hazards; 
(D) Case finding. The specific work with 
caretakers will be taken up in terms of the 
pattern of mental health operations devel- 
oped in the Wellesley schools by the Human 
Relations Service. This selection is made 
because the school program illustrates all 
four types of functions in operation. 


A. Consultation 


At the base of the collaboration with 
the schools is an interest on both sides of 
providing the healthiest possible emotional 
environment for all children, the healthy as 
well as the psychologically handicapped. At 
the classroom level, service is provided via 
consultation with teachers about individual 
pupils or groups of children. Mental health 
consultants visit each school on a regularly 
scheduled basis—at two or three week in- 
ter vals—designed to provide help within a 
reasunable period of time without causing 
the teacher to become overly dependent 
upon the outside expert. These contacts 
are viewed as a collaboration between two 
peers from different professions. The em- 
phasis is on arriving at an understanding of 
the psychological needs of the child and on 
helping the teacher enlarge her own abili- 
ties to meet these needs. The consultant is 


usually in a good position to support a 





teacher as she undertakes the emotionally 
demanding job of responding in a helpful 
fashion to irritating and baffling pupil be- 
haviors and of avoiding the temptation to 
dismiss or stereotype the child as incor- 
rigible, hopeless or beyond redemption. 
Consultation of this kind may lead to two 
desirable outcomes for the teacher, in addi- 
tion to the help provided the children on 
whom consultation is focused. 

First, it often frees the teacher from an 
irritating, frustrating and time-consuming 
interpersonal struggle with the pupil, which 
robs her of the time and energy that would 
be properly devoted to all the children in 
her class. 

Second, it adds to the professional skill 
and personal empathy of the teacher, al- 
lowing her to be a more helpful adult with 
present and future pupils. It is believed to 
be helpful for the mental health consultant 
to come from a base outside the school sys- 
tem itself. Such a person is less subject to 
pressures from within the system and more 
easily able to maintain objectivity. The 
consultant is also less apt to be seen as a 
supervisor or a person whose evaluations 
may affect the teacher’s professional career. 

The classroom environment is itself af- 
fected by forces operating in the school 
building and the system as a whole. Inter- 
personal conflicts among teachers, teachers 
and principals, subject s"pervisors and class- 
room instructors, central administration 
and building personnel, older and younger 
educators or those with different educa- 
tional philosophies and—hardly least—be- 
tween the educators’ and the surrounding 
community may all set up tension systems 
leading to increased pressures on children 
and a disruption of the stability of the 
classroom itself. For this reason, consulta- 
tion is extended to include all special per- 
sonnel, building principals and central ad- 
ministration as well as the citizen school 
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committee itself. A number of important 
issues involving interpersonal tensions, ad- 
ministrative problems and school-commu- 
nity relationships have been brought to the 
attention of the consulting team. The 
latter is helped in this phase of the work 
by the continuing inquiries of the mental 
health center into the socio-economic char- 
acteristics, attitudes and value orientations 
and neighborhood dynamics of the com- 
munity and its various sections. By bring- 
ing sociological perspectives to the schools, 
the consultants have helped school person- 
nel analyze and work constructively with 
pressures brought to bear upon them by 
parents and others. 


B. Inservice training 


The educational benefits of consultation 
are supplemented, when requested, by spe- 
cial inservice training programs for school 
personnel. Workshops on mental health 
subjects have been held from time to time. 
Special meetings have been arranged with 
groups of teachers to report back to them 
results of the center’s researches bearing 
upon their work. 


C. Study of hazards 


The center’s emphasis upon the impor- 
tance of environmental hazards to emo- 
tional growth and development has been 
adopted with increasing vigor by the 
schools. Two years ago, for example, the 
guidance council composed of teachers, the 
school psychologist, remedial reading and 
speech personnel, a nurse and a physician, 
guidance counselors, building administra- 
tors, the superintendent and assistant super- 
intendent of schools and the director of 
elementary education—devoted a school 
year to a study of major transition points in 
the educational career of the child. In 
addition to school entry, this group con- 
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sidered the special demands of the shift 
from the primary to intermediate curricu- 
lum, from elementary neighborhood schools 
to a centralized junior high, from junior 
to senior high schools and from high school 
to more advanced institutions. The needs 
of children at these different points in the 
life cycle were balanced against institu- 
tional demands and the shifting patterns of 
relationship between the school and the 
home as the children moved through the 
system. 

Since 1950 the schools and the mental 
health center have been co-operating on a 
study of a group of children seen initially 
either prior to their entry into school or 
during their kindergarten year. Preschool 
assessments of children’s ability to meet ap- 
propriate work demands have proved to be 
highly predictive of school adjustment dur- 
ing the kindergarten and primary years. 


The study is also concerned with the varied 
patterns or styles of adjustment shown by 
the children in relation to teachers, peers 
and the demands of the curriculum (1; 5; 7). 


D. Case finding 


The identification of troubled children 
for whom outside psychiatric treatment may 
be indicated is a responsibility shared by 
a number of different people in the school 
system. In the most strategic position is 
the teacher, who often is in a position to 
review a child’s development with a ques- 
tioning parent and to help the parent make 
use of the center’s clinical services. In this 
work the teacher is able to rely not only 
upon the mental health consultant but also 
upon her principal as well as the school 
psychologist and reading specialist, who 
stand ready to carry out special studies of 
the child’s intellectual, emotional and edu- 
cational potentialities. A survey of case 
finding carried out last school year by the 
guidance council (mentioned above) indi- 
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cated that screening for emotionally dis- 
turbed or handicapped children was also 
being carried on by the school nurse and 
physician, the guidance personnel in the 
secondary schools and those in charge of 
physical education. 

Specific activities with nonprofessional 
groups in the community are considered 
separately only for convenience in presenta- 
tion. These activities—(A) Special clinics; 
(B) Brief clinical services; (C) Mental health 
education; and (D) Preventive group coun- 
seling—are part of a total Gestalt involving 
an integrated approach to both help-seeking 
and help-giving groups: 


A. Special clinics 


An immediate example of the integrated 
approach is found in the fact that the 
schools co-operate with the center in a pre- 
school check-up service for families of chil- 
dren about to enter kindergarten. This 
free service is offered to all prekindergarten: 
ers and is publicized through the schools. 
It is presented to the parents as an equiva- 
lent to the preschool physical and dental 
examinations. The so-called “check-up” 
includes a brief screening contact with the 
child in a structured playroom setup, ob- 
servation of the manner in which the child 
and parent react to the separation from 
one another during the contact and one or 
more interviews with the parent to review 
the child’s social and emotional develop- 
ment. Almost half the parents have come 
with long-standing concerns about some 
feature of their children’s development. In 
some instances, the brief screening contact 
has led to a more protracted diagnostic 
study and later arrangements for appropri- 
ate treatment. Many parents have felt that 
the preschool service has provided a helpful 
opportunity to gain a new perspective on 
their children and themselves as parents; as 
a result, they have felt better prepared to 





present their children—and of course them- 
selves—to the school. 


B. Brief clinical services 


It was stated earlier that a treatment 
center usually cannot take responsibility 
for those unable to secure treatment be- 
cause of limited professional resources or 
because they cannot bring themselves to 
make use of available help. The commu- 
nity mental health center, however, having 
been given sanction to concentrate upon the 
population of a community, must take re- 
sponsibility, however limited, for these peo- 
ple as well as for those not yet in need of 
care or who may never need psychiatric 
treatment. At the Human Relations Serv- 
ice in Wellesley we have attempted to meet 
these responsibilities in several ways. In 
1952 the staff made a most difficult decision 
to give up all long-term treatment of psy- 
chiatric disorders. It was possible to take 
such action only because the staff had al- 
ready been developing some alternative 
means of deploying its clinical skills. A 
clinical service is maintained which pro- 
vides for the diagnostic study of psychiatric 
problems and the appraisal of the settings 
in which they are found. Following such 
appraisals, a few cases are referred to treat- 
ment centers or are put on a follow-up 
basis, often in collaboration with a physi- 
cian, clergyman or the local family agency. 
About 40 per cent are seen in treatment for 
brief periods ranging from a few weeks to 
a few months, during times of crisis. By 
limited use of staff time and avoiding long- 
term therapy, it is possible to maintain this 
service for all requesting help, without re- 
sorting to a selective intake or to waiting 
lists. In this way it is possible to keep in 
touch with a wide range of problems as 
they arise in the general population and to 
note any major fluctuations in the nature 
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or severity of problems from season to sea- 
son or year to year. 


C. Mental health education 


Education in the mental health field— 
just as in the general public health area— 
of necessity involves the team in the pro- 
found process of culture change. To be 
successful, it must challenge and alter some 
cherished beliefs and well-accepted ways of 
behaving. Successful health education 
should provide useful and acceptable alter- 
natives to such beliefs and behaviors. 

The approaches to mental health educa- 
tion in Wellesley have reflected the popu- 
lation-oriented frame of reference devel- 
oped in this presentation. Consideration 


has been given to the target groups, to the 
readiness of those involved, to the common 
life dilemmas faced by those with whom 
programs are developed and to the out- 
comes to be expected from the educational 


efforts. At the present time the Wellesley 
center initiates no educational programs of 
its own. It is, however, highly responsive 
to requests for such programs coming from 
other groups, organizations and institutions. 

We used to believe that many requests 
for talks on mental health themes coming 
from PTA’s, women’s groups, service or- 
ganizations and the like represented the 
culmination of a program chairman’s efforts 
to come as close as possible to Kinsey at no 
cost to the organization. We were, there- 
fore, pleased to discover that most program 
chairmen and their committees were de- 
lighted to spend several hours with mental 
health staff discussing the kind of program 
best suited to their members’ needs. In- 
deed, often the request for a speaker has 
turned out to be an expression of genuine 
interest in some facet of the field by one 
or more of those planning the program. In 
some instances, the planning sessions have 
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been more rewarding for all concerned than 
the subsequent large meeting. Face to face 
educational methods involving ample op- 
portunities for two-way communication 
have been favored. Small group discussions 
are primarily used. Large meeting tech- 
niques and workshop methods developed 
by the group dynamics field and members 
of the adult education profession also have 
been widely employed. 


D. Preventive group counseling 


Preventive group counseling is a form of 
face-to-face education with therapeutic com- 
ponents carried out with those facing sim- 
ilar emotional hazards. Each year, for ex- 
ample, so-called human relations seminars 
are carried on with beginning student 
nurses at the local nursing school (8). These 
students, meeting 12 to 15 times in small, 
informal discussion groups led by a psychol- 
ogist or psychiatrist, are helped to discuss 
the major strains experienced by most of 
them as they leave home and begin their 
training in an emotionally demanding field. 
Other instances of preventive counseling— 
or, as they are sometimes called, “crisis 
groups”—have included discussion series 
with parents of children entering kinder- 
garten (3) and a workshop series for teachers 
preparing to hold their first marking and 
reporting conferences with parents. 

To summarize what has been discussed 
so far: The distinction has been made be- 
tween a treatment-oriented mental hygiene 
clinic and a preventively oriented mental 
health center. The former often is cogni- 
zant of the social environment of the pa- 
tient and is in touch with key professional 
groups who may make the most intelligent 
use of the treatment resource. Neverthe- 
less, its major responsibility is to the pa- 
tient. The mental health center’s primary 
emphasis is upon the state of the equili- 
brium between the individual and the social 
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environment. It is especially concerned 
with the common life predicaments experi- 
enced by many or most individuals at all 
points in the life cycle. It seeks to work 
closely with those professional and semi- 
professional caretaking people who play 
important roles in the development of the 
individual and who are in a position to 
offer support and guidance at times of stress. 
Its major responsibility is to a population 
of people, including those making use of 
direct clinical and educational services as 
well as those unable or unwilling to use 
these services and those not in need of 
them. 

At this point let us return to an examina- 
tion of the implications of the population 
focus alluded to briefly at the outset of this 
paper. It is no doubt apparent that the 
community mental health orientation pre- 
sented here is not based simply upon the 
principle of bringing more psychiatry to 
more people. Community mental health is 
not conceived of as the wholesaling of a 
commodity which heretofore has been mar- 
keted at a retail level by the therapist to 
his patient. Rather, the community men- 
tal health team seeks access to populations 
of people and the social-emotional environ- 
ments in which they live for purposes which, 
though easily stated, can more often be 
pursued than attained. 

The mental health center, first of all, 
attempts to find ways to keep track of the 
varying distributions of emotional disrup- 
tions in different segments of the popula- 
tion. 

Second, it tries to locate itself in such a 
way that it can observe and study the earli- 
est possible stages of development of re- 
sponses to a variety of life predicaments. It 
studies both the successful and unsuccessful 
patterns of response to stresses and seeks to 
identify those factors in individuals, social 
groups and the wider culture, which con- 





tribute to the adaptive or maladaptive reso- 
lutions. As it explores these questions with 
the many key groups and individuals in 
the community, it also attempts to develop 
conjointly with them specific approaches of 
a preventive nature, which it then must 
evaluate and refine. Increasingly, preven- 
tive programs appear to become more and 
more specific in nature, focusing on limited 
target groups with respect to particular is- 
sues of growth and development and to cir- 
cumscribed events believed to be emotion- 
ally hazardous to certain people. Viewed 
in these terms, a community mental health 
program should be evaluated primarily 
in light of its short-term impact upon 
specific disruptions in specific groups of 
people at specific points in the life cycle. 
There is no evidence at present to suggest 
that we are close to an understanding of 
the ingredients for the long-range immuni- 
zation of individuals against emotional 
breakdown. A “healthy” child may fall 
prey to an adult emotional disorder just as 
the child who is free from diphtheria may 
succumb to cancer as an adult. The founda- 
tions of the adult’s emotional health or 
ill-health are usually clearly apparent in the 
retrospective analysis of the sick patient; 
prediction of adult stability or instability 
from the careful study of the child’s emo- 
tional status, however, is not so certain. 

Thus, the term “prevention” itself must 
be carefully defined. Indications are that 
mental illness is not a unitary disease but 
rather a term applied to a variety of mala- 
daptive responses to particularly noxious 
environmental factors. Some of these fac- 
tors are physical or physiological in nature, 
others are social and psychological. For 
the present, at least, it seems wisest to con- 
centrate preventive efforts on the control 
of particular unsuitable reactions under de- 
fined stress conditions. It is not yet pos- 
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sible to plan a program for school age chil- 
dren, designed to insure health, wealth and 
happiness in adulthood. Yet it is certainly 
possible to plan a preventive program de- 
signed to help the greatest number of chil- 
dren make the transition from home to 
kindergarten with the least possible amount 
of undue tensions, tears or tantrums—on 
the part of child or parent. 
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REUBEN J. MARGOLIN, Eb.D. 


A survey of employer reactions to 
known former mental patients 
working in their firms 


One of the most pressing needs in the re- 
habilitation of the psychiatric patient is to 
bridge the gap between hospital and indus- 
try. This gap, unfortunately, is a wide one. 
Securing job opportunities for discharged 
mental patients has always been a difficult 
task. Employers have expressed attitudes 
that reflected a range from fear of violence 
to a conviction of the mental patient’s in- 
ability to work under normal pressures. 
Because of recent revolutionary advances in 
psychiatry—primarily the introduction of 
tranquilizing medication and new develop- 
ments in rehabilitation within the hospital 
—large numbers are emerging from the 
wards for regressed patients and are being 
returned to the community. As a result, 
posthospital occupational rehabilitation 
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has become imperative. To accomplish this 
objective, mental hospitals need to extend 
their rehabilitation efforts into the com- 
munity. It is necessary to know how to 
break down employer resistance to hiring 
individuals with a history of mental illness. 
Perhaps far more important is to know what 
the hospital’s obligations are in preparing a 
patient for community employment. This 
paper discusses the results of a survey on 
employer reactions to individuals whom 
they have hired directly from a mental hos- 
pital. It is hoped that the data and con- 
clusions drawn will contribute in a small 
way to a greater understanding of this prob- 
lem as well as to cementing further co- 
operative relationships between hospital 
and industry. 

It is believed that this survey is the first 
of its kind. Review of the literature in the 
field has revealed no similar treatment of 
the subject. There have been, however, re- 








ports of attitude surveys attempting to as- 
sess how employers would feel about hiring 
patients discharged from mental hospitals. 
In the study by Olshansky, et al. (1), for 
example, the central aim of the study was 
to inquire into the basic attitudes under- 
lying the practices, policies and thoughts of 
employing groups with respect to the ex- 
mental hospital patient as a job applicant 
or employee. This survey differs from the 
Olshansky study because in this particular 
case the employers, with full knowledge, 
hired ex-mental patients. The survey 
sought to get their evaluation of the ex- 
patient’s work performance. 

The patients hired were all former mem- 
ber employees (2) from the Veterans Ad- 
ministration Hospital in Brockton. An 
elaborate program exists at this hospital 
whereby patients who have reached a cer- 
tain level of recovery are discharged and 
then hired at the hospital for a temporary 
period as member employees. In this ca- 
pacity they receive a salary and are ex- 
pected to fulfill the same obligations and 
responsibilities as regular personnel in com- 
parable positions. The chief intent is to 
create a work-conditioning process which 
will adequately prepare member employees 
for community employment. An important 
aspect of the over-all program is the exten- 
sive development of co-operative relation- 
ships with business and industry. Thus, 
the transition from hospital to job is facili- 
tated without some of the usual obstacles 
or resistance to hiring former mental pa- 
tients. It should be mentioned that all 
member employees working in the commu- 
nity receive intensive follow-up supervision. 
Thus, some of the information gathered 
from the questionnaires was already known 
through personal contact with the employ- 
ers. However, questionnaires were sent out 
because it was felt that more objective an- 
swers could be secured in this way. 
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The questionnaires were purposely kept 
simple and brief. Businessmen are very 
busy people and they don’t have time to 
delve into intricate enigmatic questions. It 
was felt that they could answer a brief 
questionnaire quickly and spontaneously. 
Only five questions were asked including 
the following: 


1. How long has the member employee 
worked for you? 

2. Did you consider him a good or poor 
employee? 

. How would you compare him to other 
employees in your firm working in an 
identical or similar position? 

. What were the chief strengths and 
weaknesses on the job as you remem- 
ber them? 

. What suggestions would you make 
that would enable us to send a better- 
prepared and work-conditioned indi- 
vidual on to a job in the community? 


Seventy-three questionnaires were sent 
out seeking information, covering a period 
from February, 1954, to February, 1959. 
Forty-eight employers or 65 per cent re- 
turned the completed queries on 77 former 
member employees. Of the 73 firms, 25 
employed more than one member employee 
with three accepting eight or more. 

At the time of the survey, member em- 
ployees were continuously employed for as 
little as two weeks to as long as four years. 
Twenty-seven of the 77 evaluated had been 
working for two or more years. Aside from 
the survey statistics, 198 member employees 
secured jobs during this five-year period. 
Of this number, 81 had more than one job 
—the average being three—with one having 
nine jobs in a four-year period. Involved 
were approximately 350 jobs with the ma- 
jority of these additional jobs obtained 
through the office of the member employee 
program. The large number of job changes 
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reflect a great deal of instability. We must 
remember, however, that most of our mem- 
ber employees still manifested some resid- 
uals from their illness when discharged. 
With our careful follow-up program and 
our open-door policy, which permits mem- 
ber employees to contact us at any time no 
matter how long they have been out of the 
hospital, we were able to provide addi- 
tional assistance in helping them remain in 
the community. 

The survey disclosed that the greatest 
amount of movement or job instability 
seems to be in the area of unskilled jobs. 
If a member employee was working in a 
skilled job for which he was qualified, there 
was a greater tendency to remain on the 
job. Of the 198 member employees that 
secured employment, for example, 20 were 
in skilled jobs. Only two of this group 
had to return to the hospital. The re- 
mainder continued on the work originally 
obtained. A possible reason may be that 
emotional needs such as self-esteem, recog- 
nition and security are more likely to be 
satisfied through skilled rather than un- 
skilled jobs. The satisfaction of these psy- 
chodynamic needs constitutes important 
psychological nourishment for the mainte- 
nance of sound mental health. A corollary 
factor that should be mentioned is that 
those member employees who remained on 
one job—or at the most, two jobs—made 
the best work adjustment. 

Items two and three of the questionnaire 
provided the following information about 
the capabilities of these former member 
employees: 


Superior to other employees... 12 
Equal to other employees..... 33 
Good under supervision. ..... 12 
Inferior to other employees... 20 


Significantly, these statistics reveal the 
complete range from inferior to superior, 
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with the largest number falling in the cate- 
gory which indicates that their work skills 
are equal to other employees working in 
identical or similar positions. It can be 
candidly assumed that if the treatment of 
mental patients includes appropriate work 
rehabilitation, a goodly number can take 
their rightful places in our productive econ- 
omy. In fact, when selectively placed, our 
work-conditioned member employees have 
proved to be better-calculated employment 
risks than individuals recruited from other 
community sources. This is not just a pro- 
fessional opinion but is corroborated by 
the employers who have had satisfactory 
experiences with our member employees. 

One other aspect of the above statistical 
findings needs to be commented upon. Em- 
ployers have asserted that some member em- 
ployees worked well as long as they were 
under some structured supervisory setup. 
It is our impression that there is a large 
reservoir of mental patients who could join 
the labor force if industry would be willing 
to provide such structured conditions. A 
request of this sort is not unreasonable. 
There are many jobs where such situations 
actually prevail. Work supervisors with a 
therapeutic orientation could encourage ac- 
ceptable productivity. In the process some 
may develop into good work prospects with- 
out the need for supervision. That this 
kind of progression has actually happened 
is attested to by the employers with whom 
we have worked. 

Some of the employers have become so 
ego-involved with the welfare and progress 
of the member employee hired by them that 
they have been willing to accept less than 
desirable work performance. This attitude 
is well-illustrated by the following com- 
ments offered by three employers: 


1. “In most cases member employees in 
our institution do similar or identical work 





as the other workers in the same categories. 
In some instances they were better-equipped 
and more qualified than those employees 
secured through regular channels. In our 
institutions we are able to give closer super- 
vision than is possible in other places of 
employment. Too, there is a better under- 
standing by the other members of the staff 
of the necessary attention required by your 
placements. 

“Some do not show initiative or ability to 
adapt to any rapid change in working needs. 
In general, we have been very pleased with 
those men placed with us, and we are very 
happy to continue to co-operate with you 
for future placements. We will gladly 
work with you in those cases requiring 
more intensive supervision and understand- 
ing.” 

2. “We couldn’t ask for a better worker 
than our member employee. His main 
strength is his unlimited patience and will- 
ingness to co-operate. But he goes through 
various periods of emotional upheaval 
wherein his language and his actions were 
completely out of hand. Lately, he has 
gone completely the other way, not being 
able to do enough for us, working overtime 
and not wanting to be compensated for it. 
We think he should be required to get 
periodic psychiatric treatment.” 

3. “We made a mistake in putting your 
member employee on a job which required 





Weaknesses 


. Couldn’t solve simple problems; 

. Too nervous for the type of job he was doing; 

. Cannot take any responsibility; 

. Cannot work alone; 

. Will not assume added responsibility volun- 
tarily. 

. Couldn’t develop any speed; 

. Should have more training in this line of work 
before being placed in employment; 

. Slow in learning and remembering job routine; 

. More easily upset by extra demands than other 


employees; 
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good memory and some exercise of judg- 
ment. Since he was deficient in both these 
qualities, we put him in a somewhat un- 
dignified and unwholesome relationship 
with his fellow workers on whom he was 
dependent for the simplest directions, and 
these workers would at times become con- 
siderably irritated with him. This would 
suggest that we can best help your gradu- 
ates when there is a careful and thorough 
analysis of what stresses he will be subject 
to, particularly in terms of responsibility. 
My observation has been that there is not 
too much difficulty where rigidly scheduled 
work is involved.” 

Some businessmen may shake their heads 
in wonderment at such benevolent attitudes 
and may regard them as impractical in 
terms of profit making. However, is it not 
far better to have these individuals partially 
productive, commensurate with their emo- 
tional and intellectual limitations, rather 
than to have them in the hospital wallow- 
ing in uselessness, futility, and despair? 
Not only do we salvage a human being with 
all that such action implies, but the savings 
to the taxpayer are well worth it. 

When we examine the strengths and 
weaknesses of member employees as ex- 
pressed by their employers, we can discern 
implications for the need to strengthen the 
rehabilitation programs in mental hos- 
pitals: 


Strengths 


. Anxious to please; 
. Very co-operative; 
. Slow but thorough; 
. A good follower; 

. Good attendance; 


. Trustworthy; 

- Reliable, conscientious, intelligent on simple 
assignments; 

. Faithful in his work; 

. Overall attitude towards the job and his desire 
to perform it was exceptional; 


113 





Weaknesses 


10. Goes right by work that would be very notice- 
able to anyone doing a similar job; 

11. Fluctuated in her work performance between 
good and bad; 

12. Needed constant reassurance; 

13. Unusually tense, extremely shy; 

14. Low on judgment and initiative; 

15. Found difficulty in getting started; 

16. Instructions had to be repeated each day; 

17. New assignments confused him; 

18. Couldn’t concentrate, seemed to be in a fog: 

19. Had to be prodded to take his medicine; 

20. Lacked interest and drive; 

21. Gets nervous when asked to hurry or given 
numerous instructions; 

22. Oversensitive at times; 

23. Becomes very nervous when work piles up; 

24. Withdrawn and showed difficulty in adjusting 
to the give and take relationship with other 
employees; 

25. Can’t think for himself; 

26. Unpredictable absenteeism; 

27. Poor memory, coupled with occasional disap- 
pearances into a world of his own; 

28. Would relapse into a state of inertia immedia- 
ately after completion of any task; 

29. Would take instructions only from one person. 


Strengths 
10. Tried to learn the work; 


ll. A steady worker: 


12. Tried very hard; 

13. Works very efficiently under supervision; 

14. Dependable and sincere; 

15. Diligent and conscientious plodder; 

16. Unlimited patience on monotonous job; 

17. Willing to stick to something once it is started; 
18. A devoted and tireless worker; 

19. Excellent on all simple and repetitive tasks; 
20. Tends strictly to business; 

21. Open to suggestion and advice; 





The task of hospital rehabilitation pro- 
grams would seem to be to eliminate as 
much as possible the weaknesses noted and 
to accentuate the strengths. However, be- 
cause of the way in which current thera- 
peutic regimes are established, this goal is 
very difficult to accomplish. Employers in 
their suggestions for improvement implied 
that there was an iron curtain between hos- 
pital and industry. Communication bar- 
riers exist because hospital personnel tend 
to be unrealistic while business and indus- 
try are hardheaded and practical. For ex- 
ample, one employer, in describing his ex- 
periences in hiring ex-mental patients not 
only from the Veterans’ Administration 
Hospital in Brockton but from other insti- 
tutions, expressed resentment that hospitals 
very often sent him patients that were poor 
work prospects. He pointed out that be- 
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cause a patient is psychiatrically ready for 
discharge, it does not necessarily follow that 
he is ready for work. The nature of the 
work setting is such that difficult stresses 
and strains are often created in the relation- 
ship between boss and worker, getting along 
with coworkers, meeting production sched- 
ules, etc. Unless the patient has been pre- 
pared and work-conditioned for these situa- 
tions, hospitals should not burden industry 
by sending those men out to work. 

In the opinion of the author, our hos- 
pital rehabilitation programs should pay 
close heed to this admonition so succinctly 
expressed by this employer. We live in a 
fool’s paradise if we think that we can over- 
indulge the patient, chronically underload 
him with responsibility and then expect 
him to make a good work adjustment. Yet 
this course of action is what we tend to 





follow. This is true even in the case of 
member employees who are supposed to be 
treated like employees but unfortunately 
fall victim, in so many cases, to the over- 
solicitousness of hospital personnel. There 
must come a point in his treatment, if we 
expect the mental patient to work, where he 
is subjected to the reality tests that industry 
expects him to meet. The member em- 
ployee program is an ideal medium for such 
situational testing. Unfortunately, the 
therapeutic community can very easily ne- 
gate reality testing by insisting on continu- 
ing protective attitudes beyond the point 
necessary and fostering other measures 
which stimulate dependency, inability to 
exercise initiative and to take responsibility. 
Paradoxically, we may prevent patients 
from doing certain things in the hospital 
and yet expect them to do these very same 
things when they go to work in the com- 
munity. Is it any wonder that employers 
complain that so many of our patients are 
inadequately prepared for work? 

Some employers in this survey offered un- 
solicited comparisons between member em- 
ployees and mental patients from other in- 
stitutions hired by their firm. In general, 
they indicated that member employees were 
far better prepared for work. One em- 
ployer expressed the following thought: 
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“You prepare your member employees 
well. Perhaps the most effective and cer- 
tainly the most reassuring part of the pro- 
gram is the fact that there is regular follow- 
up both with employee and employer and 
that the employer can call at any time if he 
notes any evidence of unusual behavior or 
mood changes in the employee.” 


Despite this optimistic note, we still have 
a long way to go in developing rehabilita- 
tion programs that will meet the demands 
of industry. It is reassuring that when pa- 
tients in good or even fair psychiatric re- 
mission are sufficiently work-conditioned, 
they can take their place along with other 
citizens in our productive economy. 
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What 1s a halfway house 


Functions and types 


THE PROBLEM 


Discharge from a mental hospital can de- 
pend upon many factors, the most impor- 
tant of which are the patient's “level of 
adjustment,” socially and mentally, and the 
suitability of the environment to which he 
is returning. A patient who is still some- 
what deviant in his social behavior often 
will be discharged if he can return to a 
sympathetic and tolerant environment in 
the community. Many patients remain in 
the hospital, however, who are not quite 
well enough to leave without this additional 
support but who also are no longer sick 
enough to require the close supervision 
and/or treatment facilities available in the 
mental hospital. These patients might be 
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called “borderline cases.” Besides the bor- 
derline cases who remain in hospital be- 
cause there is no suitable environment to 
which they can return in the community, 
there are others whose admission to the 
hospital might have been prevented if 
help had been available during the first 
stages of their illnesses. Early recognition 
of symptoms and therapeutic assistance 
might have kept these patients functioning 
successfully in the community and circum- 
vented a stay in a mental institution. 

For the newly discharged patient, the 
transition from the sheltered environment 
of the mental hospital to the outside world 
is a difficult one at best. For the patient 
without a family, or with an unsuitable 
one, it often proves insurmountable. Lone- 
liness and homelessness will precipitate the 
discharged patient’s readmission even when 
his vocational adjustment seems secure. So- 
cial and vocational problems are exacer- 
bated in the case of the long-term patient 
who is being considered for discharge. Al- 








though employers may hold a job open for 
the patient who enters the hospital tem- 
porarily, the job of the long-term patient 
has long since been filled. Family constel- 
lations, too, will usually have changed; 
often spouses have obtained divorces and 
may have remarried.! If the patient had 
been the bread winner in the family, his 
role will have had to be filled by someone 
else almost immediately, or a married 
woman’s role as housekeeper and mother 
may have been assumed by a more distant 
relative or institution. 

In addition, the social behavior of the 
patient who has been in the hospital for 
many years often has also deteriorated to 
the minimum level required by the insti- 
tution. He may need retraining in ordi- 
nary social skills such as dressing neatly and 
appropriately and eating properly at meals. 
Long-term patients being considered for 
discharge are usually ambivalent about 
leaving the familiar environment of the 
hospital which has become their home. 
The institution has become a way of life 
for them, and changing it for a new and 
unknown pattern of living arouses all of the 
anxieties which are attendant upon such 
a move for anyone, sick or well. 

All of these groups of patients present 
rehabilitation problems, and methods of 
assistance have been devised for them. Vo- 
cational counseling aids those whose emo- 
tional problems interfere with effective job 
performances. Since the community usually 
expects and demands a higher level of per- 
formance than the hospital, sheltered work- 
shops and, more recently, member-employee 
programs have been instituted within the 
hospital to prepare the patient to assume 
a productive role in the outside world. 

The problems of the about-to-be-released 
or about-to-be-committed borderline case, 
however, do not end with his vocational 
adjustment. One study found that work 
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was almost the last area of the patient’s life 
which showed the effects of emotional dis- 
turbances (1). Thus, emphasis is also placed 
on rehabilitation facilities affecting social 
adjustment; family care programs, ex-pa- 
tient clubs, day and night hospitals, and 
halfway houses have been developed to 
cope with the social problems which face 
the patient interim between hospital and 
community. 

The halfway house has been developed 
to cope with the problem of all the groups 
of patients mentioned previously: the long- 
term and borderline cases and those pa- 
tients without family or friends to help 
them with the difficult transition between 
hospital and community. It is a small group 
residence interim between hospital and 
community which provides some form of 
professional supervision and help while 
allowing more freedom and responsibility 
than the mental hospital.? As a rehabili- 
tation institution, it thus differs from the 
mental hospital or sanatorium by pro- 
viding less active treatment, and from the 
day or night hospital or the ex-patient club 
in being, more or less, a self-contained resi- 
dence separate from the hospital. (Meals, 
however, are sometimes sent over from the 
hospital sponsoring the house if it is located 
within a feasible distance.) The house also 
differs from the family care home in being 
for a small group of residents, under 50 
occupants but more than one or two, and 
is distinguished from the sheltered work- 
shop by being residential and in helping 





1It should be noted that this problem of divorce 
is more prevalent in the United States than in 
England. 

2 Halfway houses were defined broadly in an earlier 
paper as “an environment intermediate between 
the mental hospital and the outside world” (11). 
Since, however, the term has come to be applied 
primarily to the residential type, this paper will be 
confined solely to a discussion of these. 


117 





primarily with social, rather than voca- 
tional, skills and handicaps. Although 
some halfway houses do contain workshops 
and/or sewing and laundry rooms, these 
are thought of as being ancillary facilities 
to be used temporarily for training a few 
house members, rather than as one of the 
main functions of the house. 

Usually located in a large old house, the 
halfway house performs many necessary 
functions. Since the social adjustment of 
the ex-patient is often the most important 
factor and the most neglected in rehabilita- 
tion, the halfway house focuses on this 
problem. Educators have long realised 
that effective learning is facilitated by 
gradually decreasing professional help and 
increasing student responsibility and inde- 
pendent action. Through the house, the 
ex-patient is provided with professional 
help and support in a homelike atmosphere 
which gives him more freedom and responsi- 
bility for his own life than the hospital. 
The homelike environment of the halfway 
house also provides an ideal combination 
of support and increasing responsibility for 
relearning social skills which have been 
forgotten during long-term hospitalizations. 
For the resident who does not need re- 
training in social skills, the house still 
provides understanding and companionship 
during what can be a most difficult and 
lonely period. 

Patients are not the only ones who bene- 
fit by the halfway house; this rehabilitation 
facility also has advantages for the adminis- 
trator. In spite of taking a group of pa- 
tients whose prognosis is poor, readmission 
rates to the hospital have not been exces- 
sive, and beds are thus made available 
within the hospital for more acutely ill 
cases. In addition, costs per patient day 
compare favorably to those of large custo- 
dial mental institutions. In contrast to 
family care programs where patients are 
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scattered by ones and twos in many homes, 
patients in the halfway house are gathered 
together under one roof. Thus, policy 
changes can be instituted with less effort, 
and physical facilities can be inspected 
easily to see that they are of a satisfactory 
standard; less professional time is spent in 
travelling to see patients and homes, and 
more is available for individual attention. 

In England, the Mental After-Care Asso- 
ciation was formed in 1879 to cope with 
the problems of the ex-patient in transition 
between the hospital and community. Al- 
though the Association began by boarding 
individual patients in private homes to 
help them over this difficult period, it soon 
felt that a group home was more suitable 
for just the reasons mentioned above. 
Thus, over the years, the Association opened 
group homes until, at present, the bulk of 
its patients are placed in this type of facility. 

In the United States, one finds that there 
are several kinds of halfway houses which 
may be distinguished from each other by 
the predominant type of patient accepted 
in residence. It would seem wise to men- 
tion at this point, however, that although 
the term “halfway house” is in common 
usage among professional circles at the 
moment, there is a strong feeling by both 
residents and house staffs that the term 
should never be used in the name of the 
individual house. This is primarily due 
to the stigma still attached to mental ill- 
ness in the eyes of the community. So far 
the trend has been to give the homes indi- 
vidual names such as “Portals,” “Gateways,” 
“Quarters,” etc., rather than designating 
each as a halfway house; this seems wise in 
light of the above feelings. The four homes 
of the Vermont State program, however, are 
called ‘Rehabilitation Houses,” which 
seems to prove satisfactory. The entire state 
legislature and many Vermonters, though, 
have long been aware of the need for such 








homes, and thus Vermont has been one of 
the states more informed in and aware of the 
problems of aftercare for mental pa- 
tients (6). 


THE PREVENTIVE HALFWAY HOUSE 


The first kind of halfway house might be 
designated as the “preventive” one and is 
represented by Resthaven in Los Angeles 
during its early years. This house was 
started in 1912 to help prevent hospitaliza- 
tion for the borderline case—those people 
who were not yet seriously ill and yet were 
showing signs of emotional disturbances. 
It was felt that their hospitalizations might 
be prevented by a short stay in an under- 
standing and therapeutic environment, and 
a house was acquired and opened for this 
purpose (3). Since that time, Resthaven has 
developed into a low-cost treatment sana- 
torium. It has, however, always been sup- 


ported by community funds. This has often 
been considered an ideal method of financ- 
ing a halfway house since it minimizes de- 
pendence on the hospital and provides an 
emphasis on health rather than disease (11). 


HALFWAY HOUSES FOR 
EX-PATIENTS 


Halfway houses for those patients who have 
already been hospitalized seem to be of 
two kinds: Those for patients in need of 
a short-term interim facility and those for 
patients in need of a long term home. 

For the younger patient whose job pos- 
sibilities are good, a short-term stay (usually 
three to six months) in a halfway house is 
often sufficient to facilitate successful ad- 
justment to community living. After their 
stay in the house, such patients usually 
have found jobs and move on to indepen- 
dent lodgings. Seven homes have been 
founded in the United States since 1954 
for work with this kind of patient, and 
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their problems and locations have already 
been discussed (4). More recently, Indiana 
and Pennsylvania have also opened this type 
of halfway house, and England, also, has 
several, 

The longer-term hospitalized and/or 
older patient, however, usually requires a 
longer stay in a protected environment. 
Two hospitals have thus developed transi- 
tional homes which might be called “quar- 
terway houses.”* Although the patients 
spend from three to six months in these 
homes, many of them then move on to an- 
other protected environment, either to their 
families, or to family care homes, or, in 
England, to Local Authority homes. 

Many longer-term hospitalized and el- 
derly patients, however, will always need 
some form of professional help and super- 
vision, although they are still capable of 
functioning outside of the hospital. These 
patients are capable of living in a small 
group home with minimum supervision 
and of performing simple tasks around the 
house or garden; some even take part time 
jobs in the community. “Long-term” 
homes have been developed for these pa- 
tients both in Kansas and England. Al- 
though usually the residents of these homes 
are not expected to leave, an occasional 
one may do so to return to his family. On 
the whole, the great advantage of the long- 
term halfway house is that it frees hospital 
beds for more seriously ill patients and 
provides a more homelike environment than 
the hospital for its residents at a feasible 
cost. 


HOMES FOR MIXED GROUPS 


Three halfway houses in the United States 
accept patients in several of the categories 





8 Brockton V.A. Hospital in Brockton, Mass. (10), 
and Horton Road and Coney Hill Hospitals in 
Gloucester, England. 
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mentioned above. Gould Farm in Mas- 
sachusetts, Spring Lake Ranch in Vermont 
and Gateways in California all accept both 
ex-patients in need of a transitional facility 
and those whose hospitalization might be 
prevented. Both Gould Farm and Spring 
Lake Ranch are rural communities with 
several residences on their grounds. Gould 
Farm takes an older group of patients, how- 
ever, than Spring Lake Ranch. Gateways 
has both an in and outpatient program and 
thus combines the functions of a halfway 
house and day hospital (5, 7, 12). 

The Mental After-Care Association of 
England has a hostel in which six elderly 
women who are expected to live in the 
hostel for the rest of their lives reside with 
18 young men who are transitional work- 
ing residents. This grouping, although 


unique, seems to have been successful. 
(Most of the other houses tend to group 
patients by age and expected length of 


stay.) The women help with household 
affairs, mending, cooking, and cleaning. 
They are productive, useful members of the 
house and nearer the community—a valu- 
able step away from the back wards of a 
mental hospital. The men do not have to 
spend any of their leisure time on house- 
keeping chores and, in turn, have devoted 
more time to community activities and to 
the garden, which has become a lovely one 
under their care. 


OTHER HALFWAY HOUSES 


In addition to those halfway houses for 
people with psychiatric disturbances, homes 
exist for those who have proved a problem 
to society in other ways. A large number 
of such homes exist for alcoholics; the Mas- 
sachusetts Commission on Alcoholism found 
$1 halfway houses for alcoholics in the 
United States and Canada, most of which 
had been opened in the last four years. As 
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a result of these findings, the Commission 
has requested state funds to develop two 
halfway houses of its own, one of which 
will be connected to a state prison (9).  Illi- 
nois and England also have halfway house 
programs connected with institutions for 
the mentally defective (2). These homes 
provide training in social skills for those 
residents leaving institutions for the men- 
tally defective and hoping to assume a place 
in the community. 

In sum, we see that the term “halfway 
house” has been used to designate many 
facilities interim between the mental hospi- 
tal or other large institution and the com- 
munity. In attempting to distinguish the 
halfway house from other rehabilitation 
facilities we find that it is a home for a 
small group of residents who have psychi- 
atric and/or social problems and are often 
termed “borderline” cases. 

Within this group of homes, we find 
several different types which, in turn, are 
distinguished from each other by the kind 
of person they accept as residents. If the 
house primarily accepts only those patients 
whose psychiatric hospitalization might be 
averted by an understanding and therapeu- 
tic environment, it might be called a “pre- 
ventive halfway house.” The “transitional 
halfway house for ex-patients” is almost 
self-explanatory since it chiefly accepts ex- 
psychiatric patients during a transitional 
period between the hospital and commu- 
nity. A subtype of this might be called 
the “quarterway house,” i.e. one which 
chiefly accepts ex-patients in transition be- 
tween the hospital and another protected 
environment. 

The “long-term halfway house” is one 
whose residents no longer require the serv- 
ices of the mental hospital but will never be 
able to live independently in the com- 
munity. The house provides a permanent 
semi-sheltered home for them. The “mixed 








halfway house” is one which accepts resi- 
dents in a combination of any or all of the 
above categories. In addition, halfway 


houses for alcoholics and mental defectives 
have grown up, and there are thoughts 
of instituting them for newly released 
prisoners. 
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SILAS L. WARNER, M.D. 


Criteria for involuntary hospitalization 


of psychiatric patients in a public 


For the past four years the Division of 
Mental Health of the Philadelphia De- 
partment of Public Health has evaluated 
mentally ill patients in the community to 
determine the need for public psychiatric 
hospitalization. For the most part, these 
patients are unaware of their mental ill- 
ness and unco-operative. We learn of 
these situations through complaints about 
bizarre behavior registered by individuals 
in the community, through friends and 
relatives who feel unable to deal with a 
mentally ill individual, through govern- 
mental and private agencies including the 
police and the Department of Public As- 
sistance, and through local physicians. 
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psychiatric hospital 


There is considerable pressure from the 
community to place all these patients into 
the municipal psychiatric hospital. There 
is an equal amount of pressure from the 
overcrowded city hospital to accept only 
the patients who most urgently require 
psychiatric hospitalization. 

Initially, we try to make arrangements 
for the patient to be taken into the Com- 
monwealth Reception Center, where a 
complete psychiatric evaluation can be 
made. However, there are many patients 
who can not be taken there and conse- 
quently have to be evaluated at home. In 
these cases, when hospitalization appears 
necessary, the psychiatric social worker ob- 
tains all the available information about 
the patient and brings it to the psychia- 
trist’s attention. The psychiatrist will then 
visit the patient at home to determine his 
clinical condition. If necessary, the psy- 
chiatric social worker precedes or accom- 








panies the psychiatrist on the home visit, 
and a psychologist is available if testing is 
required. 

If a decision to hospitalize the patient 
against his will is reached, the Division of 
Mental Health petitions the Municipal 
Court to order that this allegedly mentally 
ill patient be taken by the sheriff to the 
Philadelphia General Hospital. There the 
patient is examined by two qualified physi- 
cians who decide if a commitment to a 
state mental hospital is necessary. Because 
an individual is being taken away from 
the community against his will, screening 
by a psychiatrist is provided to ensure that 
he is not deprived of his civil rights un- 
necessarily. 

When we first began screening these 
patients, we worked empirically along tra- 
ditional lines. Thus, if a patient were 


“psychotic,” “out of touch with reality,” 
schizophrenic, hallucinating, paranoid, or 


confused, we tended to think of hospitaliza- 
tion purely because of the mental status. 
Gradually, this had to be modified because 
the small number of psychiatric beds avail- 
able made more careful screening essential 
and also because we saw an increasing 
number of patients with a disturbed mental 
status who were functioning reasonably 
well within the family unit and in the 
community. We soon learned to consider 
such factors as community understanding 
of or tolerance to the patient, danger of 
the patient to self and community, and 
the ability of the patient or family to take 
care of the patient’s everyday needs. Also, 
our impression as to whether a hospital 
would offer only custodial care or would 
be able to institute active treatment and 
thereby offer a more favorable prognosis 
for recovery seemed to be an important 
determining factor. 

The Division of Mental Health utilized 
the Municipal Court petition 37 times to 
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hospitalize the same number of patients 
during the 1957-1958 period. The case 
records of these 37 patients were carefully 
studied in an effort to determine the factors 
which made it necessary to hospitalize them 
against their will. The case records of a 
similar number of mentally disturbed per- 
sons who were not hospitalized by petition 
or otherwise were also carefully studied. 
The patients in this latter group were suf- 
ficiently disturbed to require and receive 
a psychiatric evaluation. Their case rec- 
ords were analyzed to determine why hos- 
pitalization was not deemed necessary, and 
this group serves as a comparison for the 
group who were petitioned into the Phila- 
delphia General Hospital. 


METHOD 


Psychiatric experience and case record 
study suggest that the factors leading to a 
decision for hospitalization resolve them- 
selves into six categories or criteria for hos- 
pitalization. These six criteria do not ap- 
pear to contribute equally to the decision 
for hospitalization by petition. We rated 
each criterion numerically with regard to 
intensity and assigned a maximum rating 
to each, which is an expression of the rela- 
tive importance of that criterion in favor 
of hospitalization. These criteria for 
mental hospitalization by petition and a 
description of their numerical ratings are 
presented at this point. 


CRITERIA FOR MENTAL 
HOSPITALIZATION 


NUMERICAL 


RATING CATEGORY 
I. Present Mental Status 


0—Good mental health. 
1—Mildly impaired mental status as 
in mild neurosis, character, and 
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NUMERICAL 
RATING 

personality disorders or mild men- 
tal changes due to aging. 

2—Moderately impaired mental status 
as in moderately severe neurosis 
or character disorders, organic brain 
syndromes of moderate severity, 
moderate impairment in reality 
testing, such as in ambulatory 
schizophrenics or reactive depres- 
sions. 

8—Markedly impaired mental status 
with poor to tenuous contact with 
reality as in organic brain syn- 
dromes, schizophrenic reactions, 
and moderate depressions. 

4—Extreme impairment of mental 
status, complete loss of contact 
with reality, severe psychotic reac- 
tions, regressed or agitated schizo- 
phrenics, severe manic or depres- 
sive states, and severe toxic or or- 
ganic brain syndromes. 


CATEGORY 


MN. Self-care Ability 

Financial competence, food in- 
take, personal and room cleanli- 
ness, autonomy of physical 
health, sphincter control, respon- 
sibility for family and _posses- 
sions. 

0—Able to care for self adequately. 

1—Requires assistance in two or more 

of above areas. 
2—Requires extensive care. 


III. Responsible Parties Available 
(relatives and/or friends) 

0—Patient is independent, or responsi- 
ble parties are permanently avail- 
able. 

1—Inadequate or marginal care sup- 
plied on temporary or involuntary 
basis. 


NUMERICAL 
RATING CATEGORY 
2—No responsible parties available to 
a patient unable to care for him- 
self. 


IV. Patient’s Effect on Environment 
(family and community) 

0—No adverse effect. 

1—Slight nuisance or burden. 

2—Severe nuisance and annoyance re- 
quiring much time and energy to 
combat effect. 

3—Intolerable to family and/or com- 
munity. 


V. Danger Potential 
(to self and/or others) 
0—Harmless to self and others. 
1—Has threatened harm to self and 
others, or might be inadvertently 
dangerous. 
2—More menacing threats of danger 
to self and others with history of 
“acting out.” 
3—Homicidal, suicidal, or destructive 
to the point of requiring restraint 
to protect self and society. 


VI. Treatment Prognosis (in hospital) 


0—Poor prognosis with or without 
treatment. 

1—Guarded to fair prognosis with 
treatment. 

2—Favorable to good prognosis with 
treatment. 


Having developed this rating system to 
evaluate hospitalization need, all the 37 
patients who were hospitalized were rated, 
and a comparable control group of 37 
patients who were not hospitalized were 
also rated. The scale is seen to provide a 
scoring range from 0 to a maximum of 16 
points. To acquaint the reader with the 
actual method of rating, two representa- 





tive cases are picked from both the hos- 
pitalized and nonhospitalized groups. 


HOSPITALIZED PATIENTS 


1. N.G.—This eighty-six-year-old widowed 
woman was referred by the Department of 
Public Assistance since her relief check was 
about to be terminated because she was no 
longer considered competent to handle the 
funds. She is untidy, never leaves her 
room, has mild congestive heart failure, 
and is incontinent. She showed a poor 
recent memory, confusion in her thinking, 
and was indifferent to her surroundings 
to the point of euphoria, although occa- 
sionally she showed ungrounded suspicions 
that her neighbors were harming her. She 
was, however, able to converse appropri- 
ately on some subjects and could make 
most of her own needs known. Her psychi- 
atric diagnosis is cerebral arteriosclerosis 
with psychosis. Her neighbors have been 
providing her with one meal a day but are 
showing reluctance to continue, partly be- 
cause she has periodic outbursts in which 
she threatens to kill them. She has three 
daughters who have not accepted any re- 
sponsibility for her care. Her landlady 
fears she will lose tenants and, hence, 
would like to evict her. 


Disposition: The patient was petitioned 
into the Philadelphia General Hospital. 

Mental status 

Self-care ability 

Responsible parties 

Environmental effect 

Danger potential 

Treatment prognosis 


Total: 10 


2. M.B.—This_ thirty-three-year-old  di- 
vorced woman was referred by her mother, 
who found herself increasingly unable to 
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deal with her disturbed behavior. She has 
had three previous psychiatric hospitaliza- 
tions and, following discharge, has never 
been able to remain in remission for more 
than a few months. She currently spends 
her time pacing the floor talking to her- 
self or shouting at her “tormentors.” She 
wanders outside at times and makes ob- 
scene remarks to strangers, so her mother 
has to force her back into the house. She 
has a large kitchen knife which she repeat- 
edly hides under her pillow. When her 
mother tries to remove it, she threatens her 
with violence. She was very unco-operative 
to psychiatric examination, but a few 
minutes of observation showed her to be 
very agitated and hostile, having ideas of 
persecution and to be experiencing audi- 
tory hallucinations. Her behavior in the 
community was well-known to neighbors, 
and they were frightened and annoyed by 
her. Her psychiatric diagnosis is paranoid 
schizophrenic reaction. 


Disposition: (Immediate) petition to Phila- 
delphia General Hospital. 

Mental status 

Self-care ability 

Responsible parties 

Environmental effect 

Danger potential 

Treatment prognosis 


Total: 13 


NONHOSPITALIZED PATIENTS 


1. F.B.—This twenty-seven-year-old single 
man was referred by a Department of Pub- 
lic Assistance physician who had been re- 
quested by the parents to evaluate the 
“physical complaint” of their son. All the 
family are receiving relief checks and are 
only marginally able to handle the funds. 
They were co-operative to a psychiatrist’s 
visit, although they did not seem aware 
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that their son’s mental competence was 
being evaluated. The house was very 
messy, and the entire family was clad in 
their underclothes. (It was a hot day.) 
The patient’s hair was over his shoulders, 
and he had a long beard. He was disori- 
ented as to time and answered questions 
inappropriately and tangentially. He was 
preoccupied with bizarre somatic com- 
plaints involving his kidneys being hooked 
to his legs so that water was running 
through them to his stomach. He had 
visited a faith healer once and was an- 
noyed that his father would not permit 
him to return. The patient goes outside 
of the house only rarely and causes no 
special concern to neighbors. Neither his 
family nor he were willing to consider hos- 
pitalization, as they felt he could best be 
treated at home. His condition appeared 
to be a chronic schizophrenic reaction with 


a poor prognosis. 


Disposition: Since the family wanted to 
care for him, he was allowed to stay at 
home. It was recommended that the Di- 
sion of Mental Health be notified if the 
condition worsened, and also that the De- 
partment of Public Assistance physician be 
consulted periodically. 


Mental status 
Self-care ability 
Responsible parties 
Environmental effect 
Danger potential 
Treatment prognosis 


Total: 9 


2. E.B.—This_ sixty-one-year-old married 
woman was referred by the Department of 
Environmental Sanitation, where she had 
made repeated complaints against a neigh- 
bor. These complaints were that hot, 
greasy steam comes from the neighbor’s 
basement and enters her house, leaving a 
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yellowish coating on her possessions and 
causing her paroxysms of coughing, gag- 
ging and vomiting, and visual disturb- 
ances. The complaint had been investi- 
gated and no basis for it was found, but 
the woman would not accept this. The 
neighbor was interviewed and understood 
and tolerated the patient's tirades but said 
she would notify the authorities if they 
became unbearable. The patient’s hus- 
band was also interviewed and denied the 
seriousness of the situation although it was 
apparent that he had been dominated by 
his wife for years. He also promised to 
inform us immediately of any change in 
his wife’s condition. She had been regu- 
larly visiting a local medical doctor who 
also was contacted and stated that he be- 
lieved he could adequately handle her care 
and would inform us if the situation 
worsened. On being examined, the patient 
appeared to be in good contact with 
reality except for her persecutory delusion. 
She wouldn’t consider hospitalization and 
seemed incapable of insight into her para- 
noid thinking. Her condition appeared 
to be a typical involutional paranoid re- 
action. 
Disposition: She was allowed to stay in 
the community under her doctor’s care 
and with the understanding that her hus- 
band and neighbor would notify us of sig- 
nificant changes. 

Mental status 

Self-care ability 

Responsible parties 

Environmental effect 

Danger potential 

Treatment prognosis 


Total: 


RESULTS 


The 37 patients who were petitioned into 
the hospital uniformly obtained a rating 








of 10 points or more, while those who 
were not hospitalized obtained a rating of 
9 points or less. Thus, there appears to be 
a dividing line at 10, which makes hos- 
pitalization mandatory. Many of the 
borderline cases at 8 or 9 required spe- 
cialized care and were sent to nursing 
homes. 

As can be seen, over 80 per cent of our 
cases fall between ratings of 7 to 12. 

When the cases are broken down ac- 
cording to ratings on individual categories, 
it is shown in the following table. 


Number Number 
hospi- nonhospi- 


Category Rating talized  talized 





I. Mental status 0 9 
23 
5 


II. Self-care ability 9 
18 
10 


III. Responsible parties 17 
15 
5 


IV. Environmental effect 26 
10 
1 


V. Danger potential 0 15 
1 16 
2 6 
0 27 
1 10 


VI. Treatment prognosis 


As can be seen from the category ratings, 
there is no single category which deter- 
mines the need for hospitalization. In- 
stead, there appears to be an interdepend- 
ence of categories. 

When the two groups are compared in 
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terms of sex, there is a significant dif- 
ference as follows: 


Number 
nonhospitalized 


Number 
Sex hospitalized 





Male + i4 
Female 33 23 


No explanation has been found for this 
trend toward more women being hos- 
pitalized, other than a general notion that 
urban women are in a more dependent 
role and require more care. 

The following chart compares the two 
groups according to age: 

Number 
nonhospitalized 


Number 


Age range hospitalized 





10-30 1 8 
30-50 15 14 
50-70 6 12 
70-90 15 8 


Total number $7 37 


There appears to be a trend for the 
over-70 group to be hospitalized frequently 
by use of the petition. The control group 
was not matched for age, so no valid com- 
parison is possible. 


DISCUSSION 


This scale has been developed to provide 
a systematic basis by which to make a 
decision to hospitalize a mental patient 
involuntarily. It combines clinical psychi- 
atric evaluation with community and social 
factors. The Philadelphia Division of 
Mental Health acts in an intermediary 
position between the hospital, patient, and 
community and has to evaluate the needs 
of all three. 

We have observed distinct cultural vari- 
ations within the larger community. Thus, 
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the ability of the family or friends to help 
or tolerate the patient depends not only 
on the patient's premorbid role in the 
family and community but also on the 
prevailing attitude towards responsibility 
to the mentally ill. Some ethnic groups 
have a desire to “take care of their own” 
and show a reluctance to allow relatives to 
enter a hospital for any condition except 
severe physical illness. These groups gen- 
erally live close together in cohesive family 
units and excuse mental illness as “eccen- 
tricity” or as a transient behavior aberra- 
tion. The aged are given high status and 
protection and care when needed in these 
families. 

The other extreme are those inidividuals 
who are socially isolated and look to gov- 
ernmental help for many problems includ- 
ing mental illness. They are known to 
many agencies, clinics, and hospitals and 
often have made only a marginal adjust- 
ment premorbidly. 

We have been amazed at the amount of 
psychopathology the community can tol- 
erate. It seems as though individuals have 
remained mentally ill in the community 
for long periods of time once an equili- 
brium is developed, within which their 
minimal needs can be met. This is espe- 
cially true if these individuals are quiet, 
not dangerous to others, and do not make 
any demands on unwilling parties. Often 
situations come to our attention after a 
key responsible party is no longer avail- 
able, and the equilibrium is lost. 

It should be pointed out that these rat- 
ings have validity only at the time of the 
evaluation and can change radically in 
brief periods. Individuals with relatively 
low ratings have had changes occur in 
their situation which reflects itself in a 
higher rating at re-evaluation requiring 


hospitalization. It also should be made 
clear that the criteria described above are 
often different from those used to deter- 
mine hospitalization needs in private 
psychiatric practice. 


SUMMARY AND CONCLUSIONS 


1. In the past four years the Philadelphia 
Division of Mental Health has had a psy- 
chiatrist evaluate mentally ill patients at 
home or in the community to determine 
the need to hospitalize them against their 
will, using a court petition procedure. 

2. A rating scale with criteria under six 
categories was developed out of early ex- 
perience with making this determination 
empirically. These six weighted categories 
are (1) mental status, (2) self-care ability, 
(3) availability of responsible parties, (4) 
patient’s effect on environment, (5) danger 
potential, and (6) treatment prognosis. 

3. Thirty-seven patients who were peti- 
tioned into the hospital were rated on the 
scale and compared to a similar group of 
nonhospitalized patients. 

4. It was found that all 37 hospitalized 
patients had a rating of 10 or more, and 
all 37 patients not hospitalized had a 
rating of 9 or less, so that this is currently 
used as the dividing line for hospitalization 
or nonhospitalization. 

5. In analyzing the six categories on the 
scale in actual use, it was found that no 
single category rating was instrumental in 
making the decision to hospitalize; rather, 
there is an interdependence between the 
different ones. It is stressed that “com- 
munity factors” such as the _patient’s 
danger potential and the community’s or 
family’s ability to care for and tolerate 
the patient are important factors in decid- 
ing the need for hospitalization. 
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PROGRESS AND PROBLEMS OF 
COMMUNITY MENTAL 
HEALTH SERVICES 


New York, Milbank Memorial Fund, 1959, 232 pp. 


This volume is made up of the papers 
presented at the 1958 Annual Conference 
of the Milbank Memorial Fund, with a 
transcript of the panel discussions. The 
background and scope are stated in the 
preface: “The rapid growth in local mental 
health programs during the past.five years, 
together with state legislation authorizing 
local government to initiate mental health 
and psychiatric treatment services, repre- 
sents a departure in community health 
work. As with other new health fields, 
many problems accompany these develop- 
ments: administrative structure, budget 
control, priorities in program elements, 
and the ubiquitous ‘personnel shortage.’ 

“This volume is a report on all of 
these, and several related issues, as dis- 
cussed by a group of experts who, among 
them, put into words the main currents of 
expert opinion regarding the progress and 
problems of local mental health programs.” 

Included in the volume are oral state- 
ments describing eight community mental 
health services in California, Missouri, 
Massachusetts, South Dakota, Saskatche- 
wan, and New York. In the appendix are 
written statements about the same eight 
services. That for Saskatchewan describes 
a service for the entire province; each of 
the other descriptions is of one specific 
county organization. 

The other formal presentations included 
in the volume are papers by C. A. Roberts, 
M.D., on “Community Mental Health 
Programs—Some Principles of Organiza- 
tion and Administration,” and by Curtis 


G. Southard, M.D., on “A View of Local 
Community Mental Health Programs.” 

About one-third of the volume is a tran- 
script of the remarks by a panel of out- 
standing experts in mental health and pub- 
lic health. These penetrating and free- 
swinging discussions are among the most 
exciting passages in the volume. 

Anyone looking to this collection of re- 
ports and discussions to provide a blue- 
print of standard organization and op- 
eration of a community mental health 
service will be disappointed. The eight 
programs vary widely in organizational re- 
lationships, administrative structure, im- 
mediate goals, and in types of services 
emphasized, There are great strengths in 
all the programs described, and each has at 
least one outstanding service or activity, 
but there is no standard pattern. Fur- 
thermore, even if the strong points of all 
the programs were combined, there would 
still be important gaps. As Dr. Southard 
points out in his paper: “One can find day 
and night hospital procedures and resident 
treatment facilities for emotionally dis- 
turbed children, but these are rare. Spe- 
cial services for the aged have not yet been 
developed. . . . Very little progress has been 
made in co-ordinating local services with 
state mental hospitals. . . . The model 
comprehensive program is mot yet a 
reality.” 

The common denominator in all these 
successful programs would appear to be 
their development to fit local circum- 
stances, and of programs in response to 
locally felt needs. This was well summed 
up by Dr. Hubert R. Domke of St. Louis 
who stated that if there is one thing he 
has learned, it is that the nature of a 
community health operation is determined 
entirely by the community in which it is 
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operating. ‘Whatever the kind of com- 
munity mental health operation that you 
are trying to develop, it will take its char- 
acter not so much from you as from the 
community which it is attempting to 
serve.” 

Viewed thus, not as a master plan but 
as a source of many stimulating tactical 
methods and of much penetrating strategic 
thinking, this volume wili be of great value 
to anyone concerned with community 
mental health services—Rosert C. Hunt, 
M.D., Hudson River State Hospital, 
Poughkeepsie, N. Y. 


MAN’S RIGHT TO BE HUMAN 

By George Christian Anderson 

New York, William Morrow & Co., Inc., 1959, 191 
pp. 

Challenge and charm characterize Dr. 
Anderson’s portrayal of the place of re- 
ligion and psychiatry in our daily life. 
The charm flows from his personal style, 
exemplified by many anecdotes from his 
experience as a hospital chaplain. The 
challenge comes from his frank exposure 
of the weaknesses of religion, particularly 
organized religion. Psychiatry is sketchily 
presented and only in a positive light. Dr. 
Anderson is an Episcopalian minister and 
executive director of the Academy of Re- 
ligion and Mental Health. 

The dialectical approach of the first 
three chapters (“Exploring the Inner Self,” 
“The Gods Men Make,” and “Religion in 
Shackles”) might give the impression of 
painting organized religious activity all 
black or all white. Pithily stated, the 
tone of these pages is “Religionists of the 
world unite; you have nothing to lose but 
your shackles.” One wonders if some of 
the sweeping generalities and cryptic refer- 
ences will too eagerly be grasped upon to 
support prejudices. 
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By contrast, the remaining chapters il- 
lustrate, with candid and constructive de- 
scription, man’s struggle to live with him- 
self and with others, free from emotional 
instability and fear. Topics covered are 
the drama of facing death, the prevention 
of emotional growth by unhealthy religion, 
the difficulties of handling emotions with- 
out fear, the healing power of sin, self- 
acceptance, and love, in relation to sex. 

Dr. Anderson’s goal is to excise from 
religious teaching and preaching whatever 
appeals to or perpetuates emotional im- 
maturity. Too often parents and clergy- 
men perpetuate an image of God as a 
chastising power who is to be placated 
through proper conduct. It is the nature 
of psychology to have more to say about 
the psychic mechanisms involved in this 
religion of fear than it does about genuine 
religion, whose spiritual relationships lie 
beyond the competence of positive psy- 
chology. It would be all too easy to think 
of religion exclusively in terms of a psycho- 
logical aid or hindrance to emotional 
health. Fortunately, it is not Dr. Ander- 
son’s intention to reduce religion to this 
kind of handmaiden. When religion is 
adopted as a tool, it is no longer religion. 
Fortunately also, truly religious activities 
can coexist—uneasily and hampered, of 
course—with remnants of an immature 
religion of childhood. 

This book has successfully raised essen- 
tial questions about emotional problems 
of man. Anyone who reads Dr. Ander- 
son’s reflections should become more ac- 
cepting of himself as well as more wise in 
rejecting the temptation to capitalize on 
neurotic uses of religion. The book is 
writtea in a popular style, without docu- 
mentation or index. It would appear to 
be most useful to clergymen, as a mirror 
of unhealthy approaches to people.—REv. 
ALexius Portz, O.S.B., Ann Arbor, Mich. 








COUNSELING AND PSYCHO- 
THERAPY: THEORY AND 
PRACTICE 

By C. H. Patterson 

New York, Harper & Bros., 1959, 322 pp. 


The emphasis here is upon the develop- 
ment of a theory and philosophy of coun- 
seling rather than upon technique. This 
does not mean the author denies or ne- 
gates technique. Dr. Patterson, however, 
is of the opinion, which many share, that 
the actual process of counseling is inte- 
grated into the ethical and value systems 
of our culture as well as into a systematic 
psychology of human behavior. Thus, this 
is the kind of book which should go well 
in didactic or practicum courses, since its 
comprehensiveness of issues and subject 
matter treatment offers excellent material 
for beginning and advanced students in 
the field. 

The author adheres to the client- 
centered approach because he feels it con- 
tains the simplest and basic ingredients 
necessary for the psychotherapeutic experi- 
ence. This includes a philosophy of 
human relations which stresses values, par- 
ticularly the value of the individual. Also, 
it encompasses a phenomenological field 
theory which goes beyond psychotherapy 
into such areas as learning, personality, and 
general behavior. In this respect, the in- 
terweaving of the above two points has 
some similarity to the existentialist posi- 
tion. 

Contributions on the part of scientists— 
where the value of the individual is not 
lost amidst scholarly jargon and abstract 
reasoning—are always welcome. Par- 
ticularly, it is a healthy sign when psychol- 
ogists and/or behavioral scientists main- 
tain both feet upon the ground in the 
midst of dynamic psychological experi- 
ences. Patterson, in Counseling and 
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Psychotherapy: Theory and Practice, has 
gone into orbit, while grounding himself 
in a rational understanding of limitations 
and possibilities—ARTHUR LERNER, PH.D., 
Los Angeles City College, Los Angeles, 
Calif. 


RESEARCH IN PSYCHOTHERAPY 
Edited by Eli A. Rubinstein and 
Morris B. Parlofft 


Washington, D. C., American Psychological Associa- 
tion, 1959, 293 pp. 


This book can be highly recommended as 
reading for the psychotherapist interested 
in research. It details the proceedings of 


a conference held in Washington, D. C., 
in April, 1958. The conference, financed 
by a USPHS research grant, was held under 
the sponsorship of the Division of Clinical 
Psychology, American Psychological Asso- 


ciation. 

The conference was organized into four 
topic sessions, each occupying half a day: 
(1) Problems of Controls, (2) and (3) 
Methods for Asssessment of Change (two 
sessions), and (4) Therapist-Patient Rela- 
tionships. On the evening preceding these 
two full days, Dr. John Whitehorn pre- 
sented an opening address on “The Goals 
of Psychotherapy.” On the last morning 
following these two days, there was a clos- 
ing session of three hours in which the 
participants discussed, in turn, each of the 
four topic sessions. The salient points of 
this discussion are incorporated by the 
two electors in an excellent closing sum- 
mary chapter entitled “Research Problems 
in Psychotherapy.” 

In this reviewer's opinion, this mono- 
graph contains an unusually outstanding 
collection of papers. In addition, the group 
discussions of the papers, although they 
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have been edited, at times reveal extremely 
astute observations on the technical diffi- 
culties in this research area, stated in an 
articulate and enlightened fashion. It 
would be impossible to do justice in any 
other than an extremely lengthy review 
of this book to the complicated detail and 
the close reasoning and sometimes contro- 
versial issues dealt with in some of the 
chapters. Some of the most thought-pro- 
voking and scholarly presentations must 
be mentioned here, although some of the 
papers not referred to here are deserving 
of equal attention to the investigator un- 
daunted by the knottiness of research in 
psychotherapy. Jerome Frank gives a sound 
review of controls in psychotherapy re- 
search as exemplified by the psycho- 
therapy research project of the Phipps 
Psychiatric Clinic. Lewis Robbins and 
Robert Wallerstein give a clear picture of 
research strategy and tactics of psycho- 
therapy research at the Menninger Founda- 
tion. Timothy Leary and Merton Gill de- 
scribe an ambitious and very thorough 
method of measuring the psychotherapeutic 
process. Carl Rogers describes his current 
approach to the measurement of psycho- 
therapeutic process. John Lacey critically 
reviews, in a sensitive and meticulous way, 
the whole field of interview-psychophysi- 
ology. Finally, the summarizing chapter, 
by Morris Parloff and Eli Rubinstein, 
turns out to be a gold mine of information 
about the main features of the proceed- 
ings, written in a clear, well-organized man- 
ner that merits rereading. 

The book is essential reading for the 
serious researcher in psychotherapy. Its 
format lends itself to reading as a refer- 
ence book, in a selective fashion, browsing 
here and concentrating there. It is not 
very light fare as general reading. It offers 
no encouragement to the authoritarian or 
doctrinaire approach in psychotherapeutic 
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practice or psychotherapy research.—Loults 
A. GOTTSCHALK, M.D., Cincinnati General 
Hospital, Cincinnati, Ohio. 


A CHRISTIAN INTERPRETATION 
OF MARRIAGE 

By Henry A. Bowman 

Philadelphia, The Westminster Press, 1959, 127 
pp. 


A Christian Interpretation of Marriage, 
by Henry A. Bowman, represents a unique 
venture in practical theology by one of 
America’s most distinguished educators in 
marriage and family life. Dr. Bowman's 
previous book, Marriage for Moderns, has 
been a near classic, widely used as a text- 
book in college courses on sex, love, and 
marriage. Now, his latest book continues 


in the fine tradition he established for 
scholarship and human _ understanding. 


The book is exactly what its title suggests 
—a Christian interpretation of marriage. 
The emphasis throughout the book is on 
the teachings of Jesus, Paul, and the Chris- 
tian community. It will probably be most 
helpful to those persons reared in the 
strict, rigid tradition of moralistic Protest- 
ant Christianity, because Dr. Bowman em- 
phasizes the high ideals of love in Jesus’ 
teachings regarding sex and marriage in 
contrast to the legalistic interpretations of 
his sayings about lust, adultery, and di- 
vorce. 

It is impossible to present the Christian 
interpretation of marriage, since among 
Protestant Christians there are differing 
interpretations. Dr. Bowman _ rightly 
points out that his book is a Christian 
interpretation of marriage that might not 
be completely acceptable to some sects, 
denominations, and Biblical historians. 
The interpretation that he gives is of Jesus 
as the great proponent of principles that 





direct man toward his inner motives and 
attitudes, rather than toward his outward 
behavior and action in sex and marriage. 
Rather than examine each act in marriage 
for its goodness or evil on a black-and-white 
level, Dr. Bowman tells us that Jesus was 
more concerned with the quality and spirit 
undergirding the relationship between the 
sexes. In order to fully understand Jesus’ 
teachings about marriage, it is necessary 
to understand that his entire ministry di- 
rects persons to look within themselves to 
seek to discover who they are before God. 
The author points out that when a man 
and woman do this together, and when, 
together, they will to create a new unit 
with God that exceeds the individuality of 
each, then, from a Christian perspective, 
the marriage is successful. 

The Christian concept of self-surrender, 
or “ego surrender” as Dr. Bowman calls 
it, is widely popular in Christian circles 
and has a long history of favor within 
Christianity. In marriage, the relation- 
ship, and the other partner are held to be 
of greater importance than one’s self. I 
do not disagree with this concept, but I do 
feel that it is often misinterpreted by many 
Christians to mean self-depreciation and 
self-effacement. If self-depreciation per- 
sists in marriage, it can create feelings of 
guilt in the opposite partner, and it often 
disguises considerable omnipotence within 
the person who engages in this. At this 
moment in Christian thinking, I believe 
that some emphasis on the strength of the 
human spirit and the dignity of man, 
as illustrated in the character of Job and 
the drama of Christ’s life, would be in 
order. 

At the end of the book (in the Ap- 
pendices) Dr. Bowman has included a col- 
lection of verses from the Bible on sex, 
love, and marriage, as they are presented 
in the New Testament. It is valuable to 
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read through these, if only to discover how 
few words are spoken about marriage in 
the New Testament in contrast to the 
avalanche of opinions available in the 
churches today about Christian marrriage. 
It would be well for all Christians con- 
cerned to return to the original sources, as 
Dr. Bowman has done, to seek to discover 
some bases for rethinking the Christian 
positions on marriage. 

I think that this book will be most use- 
ful in older youth and young unmarried 
adult groups as a study and discussion 
book for such groups in Protestant 
churches. The “Questions for Discussion” 
in the Appendices will be helpful here. 
In addition, any person contemplating 
marriage or any couple who is willing to 
re-examine the nature of marriage from 
the Christian perspective will profit by 
reading this valuable book.—Artuur N. 
TincuE, American Foundation of Religion 
and Psychiatry, New York, N. Y. 


SOCIAL ASPECTS OF PSYCHIATRY 
Edited by Benjamin Pasamanick, M.D., 
and Peter H. Knapp, M.D. 


Washington, D. C., American Psychiatric Associa- 
tion, 1958, 208 pp. 


This is a group of papers which were pre- 
sented at the Columbus, Ohio, Regional 
Research Conference of the American 
Psychiatric Association in February, 1958. 
Subjects are varied, and among the articles 
included are “The Motivational Pattern 
of the Mental Health Professional” by 
Rettig, Jacobson, and Pasamanick, and 
“The Speech Patterns of Schizophrenic 
Patients” by Gottshalk, Gleser, Daniels, 
and Block. Methods range from the 
statistical study of problems in first ad- 
missions to state hospitals by Locke, 
Kramer, Temberlake, Pasamanick, and 
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Smeltzer, to the theoretical presentation 
by Febster of some hypotheses regarding 
learning in behavior. The latter bears 
the ambiguous title “Reinforcement and 
Punishment in the Control of Human Be- 
havior by Social Agencies.” It is not, how- 
ever, about social work. Included with 
the papers are the discussions which fol- 
lowed them. These are most useful in 
bringing out more of the writers’ thinking 
and in adding other points of view. 

The subject of the paper “Some Methods 
for the Study of Family Interaction in 
Personality Development” by Tichener 
and Emerson is of particular interest to this 
reviewer. It is encouraging to see more 
attempts being made to cope with this 
essential but difficult problem. The ques- 
tion of clinical judgment versus scientific 
method of objectivity arises in the dis- 
cussion by Dr. Mangus. In such studies, 
it seems that choices must be made be- 
tween the often rich but always subjective 
and biased clinical view and the sometimes 
sterile, never really objective view from 
methods modeled on those of the physical 
sciences. Aside from all that, it seems that 
these investigators have complicated their 
problem by setting up family types which 
are, as Dr. Mangus notes, detailed enough 
to be unadaptable for progressive stages 
of family growth and development and 
vague enough to present difficulties in ap- 
plication. Better selection and definition 
of variables is to be desired but, on the 
other hand, I do not agree with Dr. 
Mangus that these must be readily meas- 
urable. This might limit subjects under 
investigation to those in which counting 
and measuring techniques would be ap- 
plicable, or, if the data must be forced into 
such a mold, produce distortions at least 
as grave as those arising in clinical impres- 
sions.—ALICE R. CorNELISON, Yale Uni- 
versity, New Haven, Conn. 
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CURRENT CONCEPTS OF POSI- 
TIVE MENTAL HEALTH 

By Marie Jahoda 

New York, Basic Books, Inc., 1958, 136 pp. 


This monograph is the first of a series to 
be published by the Joint Commission on 
Mental Illness and Health as a part of a 
national health survey. It was developed 
by the author with the assistance of a 
group of consultants. The monograph is 
concerned with the promotion of mental 
health as a positive state, rather than with 
the cure of mental illness, or its preven- 
tion. The report assumes that a certain 
physiologic or physiochemical homeostasis 
is necessary for good health, but the em- 
phasis is on concepts from a psychological 
point of view. 

Introductory chapters review the efforts 
to give the term “mental health” a more 


specific meaning. Mental health has an 
essential duality having to do in the first 
instance with the relatively constant and 
enduring function of the personality and 
in the second instance with the momen- 
tary function of personality and the 


situation. Thus, a man with a bad 
cold might be healthy according to the 
first definition and ill according to the 
second, The cultural point of view 
that there is a relativity about mental 
health depending upon both the person 
and the expectations of the situation is not 
universally accepted. It is clear that the 
notion of mental health is not simply the 
absence of disease. Various conceptualiza- 
tions are examined such as normality or 
frequency of occurrence and feelings of 
well-being. 

A third chapter discusses six major cate- 
gories of concepts of mental health. 
Greatly abbreviated, they may be char- 
acterized as follows: 








1. Attitudes of an individual toward his 
own self. 

2. Degree of growth, development, or 
self-actualization. 

3. Integration within the person. 

4. Autonomy or the individual’s degree 
of independence from social influ- 
ences. 

5. Adequacy of an individual’s percep- 
tion of reality. 

6. Mastery of the environment. 


An analysis and critique is supplied for 
each of the above. In Chapter V, it is 
pointed out that a great diversity of types 
may, in practice, pass as healthy and that 
persons may be regarded as healthy from 
a particular point of view while not from 
another. Thus, longevity is not the same 
as physical strength, which, in turn, is not 
the same as resistance to disease. Simi- 
larly, juvenile delinquency is not a single 
entity with a basic cause. It is rather 
a series of problems with a great many 
causes. In all attempts at clarifica- 
tion of concepts, the question of values in- 
trudes. If one uses the label “good mental 
health,” one must also raise the question: 
“good for what?” 

Chapter V is concerned with the trans- 
lation of ideas about mental health into 
concepts that can be studied by current 
research procedures. Empirical indicators 
for positive mental health are needed for 
research. Techniques are presented for 
each of the approaches mentioned above. 
The investigator will wish to study this 
chapter in detail and particularly pages 
96-99. An outline lists the mental health 
concepts and their subdivisions, the em- 
pirical basis for inference, the conditions 
for observation, the available instruments 
and techniques, considerations for con- 
ceptualization and design, and the next 
steps. 
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A final chapter, “Viewpoint of a Clini- 


cian,” is, in a sense, a minority report, 


with its emphasis on the need for sharp 
distinctions between health and disease. 

This brief book is a useful excursion in 
the interest of improved programs of re- 
search in mental health. As a minimum, 
it should assist future conferences and con- 
ferees in an earlier resolution of the end- 
less discussion and argument that is in- 
jected with problems of definition of 
mental health. It will save time for future 
investigators. Six pages of useful refer- 
ences are supplied on the social, psycho- 
logical, and theoretical aspects of mental 
health.—WIttarp C. Orson, University of 
Michigan, Ann Arbor, Mich. 


THE CENTRAL NERVOUS SYSTEM 
AND BEHAVIOR: TRANSACTIONS 
OF THE FIRST CONFERENCE, 
FEBRUARY 23-26, 1958 

Edited by Mary A. B. Brazier, Ph.D. 


New York, Josiah Macy, Jr., Foundation, 1959, 450 
pp. ' 


This volume initiates a new Macy series 
of discussions of nervous phenomena and 
centers around the subject of the condi- 
tional reflex. Approximately and most 
timely, the first section contains a pic- 
torial review of Russian physiologists and 
a historical survey of the work of early 
Russian neurophysiologists. The  illus- 
trations, reproductions of portraits and of 
scientific experiments and their interpre- 
tations are excellently chosen and ade- 
quately reproduced. The picture of 
Mendeleyev’s whiskers (Mendeleyev him- 
self is eclipsed) is alone worth the price 
of the book, with runners-up exuberant 
enough to indicate that the competition 
in those days was formidable. This first 
historical section is a timely reminder that 
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Russian science did not start with the 
Bolshevik Enlightenment, and at the be- 
ginning of the twentieth century, Russian 
and German neurophysiology were in inti- 
mate contact. An account is included of 
present-day physiology in the Soviet Union 
as observed by visiting American scientists. 
The extensive discussions of the formal 
papers, presented in the usual Macy Con- 
ference manner, are often as illuminatng 
as the speakers’ more set pieces, with less 
superfluous conversation than has some- 
times appeared in previous conference 
reports. 

The second section consists of scientific 
papers by American authors, dealing, in 
general, with the process of conditioning. 
Direct electrical stimulation of the brain— 
including self-stimulation when the animal 
learns to trip a lever—the electroencephalo- 
graphic changes associated with the con- 
ditioning process, other and perhaps more 


specific nervous tissue responses to the im- 
mediate conditioning and testing stimuli, 
and a general summary of Russian and 
American ideas and their interplay follow 


in this order. Here again, the discussions 
by conference participants contribute ma- 
terially not only to critical evaluation of 
the work presented but to the relations 
between Russian and American interpre- 
tations. 

In accordance with current psychological 
as well as physiological practice, the phe- 
nomena of consciousness are conspicuously 
left out of this picture, until finally the 
point is raised by Sperry that conditional 
responses may be possible only following 
stimuli which result in subjective aware- 
ness. It is high time for this problem to 
be raised again, and its examination would 
be well worth a following Macy confer- 
ence in the current series—Grorce H. 
Bishop, M.D., Washington University, St. 
Louis, Mo. 


136 


THE MEASUREMENT AND 
APPRAISAL OF ADULT 
INTELLIGENCE 


By David Wechsler 


Baltimore, The Williams & Wilkins Co., 1958, 297 
Pp. 


Wechsler’s Fourth Edition of The Measure- 
ment and Appraisal of Adult Intelligence 
represents a thorough revision and expan- 
sion of the older editions. Included are 
new chapters on the “Factorial Composi- 
tion of W-B I and the WAIS,” “Changes 
in Intelligence and Intellectual Ability 
with Age,” “Changes in Intelligence Con- 
sequent to Brain Damage,” and “Utiliza- 
tion of W-B I and WAIS in Counseling 
and Guidance.” 

As might be expected, Wechsler con- 
tinues to conceive of his scale (at times) 
as a measure of Spearman’s g. He supports 
this with reports from a half-dozen factor 
analyses. The number of factors reported 
is small, and one, conceived either as a 
second order or as a first order general 
factor, accounts for much of the variance. 
Much space is devoted to the construct 
of intelligence. Unfortunately, no inte- 
grated construct emerges. At best, Wechs- 
ler says that intelligence is a multivariate 
construct, an idea that is neither new nor 
especially enlightening in view of Guil- 
ford’s list of 40 intellectual factors. 

The clinician will find much that is new 
and provocative in the Fourth Edition. 
Wechsler presents data concerning the ef- 
fects of aging and new material concerning 
sex differences. Women call upon differ- 
ent patterns of ability in exercising their 
intelligence; they are neither brighter nor 
duller than men. In addition a mascu- 
linity-femininity score is offered. He reviews 
the test changes reported consequent to 
brain damage and indicates what he re- 
gards as the typical organic test syndrome. 





However, there is no reference anywhere 
in this chapter nor elsewhere to the prob- 
lem of base rates and/or to the efficiency 
of his psychometric signs. 

In conclusion, the Fourth Edition can 
be recommended to all clinicians who 
make use of the Wechsler Scales.—Mavu- 
RICE Lorr, Pu.D., Veterans Administra- 
tion, Washington, D. C. 


THE ADULT AND THE NURSERY 
SCHOOL CHILD 


By Margaret I. Fletcher 
Toronto, University of Toronto Press, 1958, 118 pp. 


This book represents the experience ac- 
cumulated over many years by a person 
with real ability to understand the general 
principles underlying human growth and 
development and human behavior. Pre- 
sumably, the book was prepared for nurs- 
ery school teachers, who might benefit 
from the creative, practical experience of 
the author. However, it is apparent from 
thoughtful reading that the book’s use- 
fulness extends far beyond this purpose. 
The quality of definition and generaliza- 
tion portrayed by Miss Fletcher in dis- 
cussing the behavior of children with 
whom she has been concerned actually 
would apply to whatever age level one 
wished to consider. For the reviewer, the 
book was like facing in a mirror some of 
the truths gained from long experience 
in working with people—truths so obvious 
yet so seldom discriminated and specifically 
recognized. 

The Adult and the Nursery School 
Child would be « useful resource for al- 
most any of the disciplines which deal with 
human behavior and human relations. It 
would be particularly useful to those work- 
ing in educational systems and for parents 
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of children of all ages. The author has 
achieved a sensible position with respect 
to freedom, limitations, rules, their rela- 
tion to emotions, and the importance of 
adult-child relationships. Nowhere in the 
book is the impression given that the chil- 
dren being dealt with are living in a situ- 
ation with a structure too severe or too 
constrictive to permit individual creativity 
to come to rather full expression, The 
book contains many excellent generaliza- 
tions about human adjustment; for ex- 
ample, “. .. . people who face up to life’s 
situation, make decisions about what they 
want to do and how they want to live, 
and accept the outcome of these decisions 
with serenity and further willingness to go 
ahead;” “all adults have a great obligation 
to help them grow;” “the relationship be- 
tween a child and an adult is an essential 
part of his growing up.” 

This book furnishes an excellent prac- 
tical blueprint for setting the stage of 
development with normal growing indi- 
viduals. The chapter on the teacher and 
the child provides a very good description 
of characteristics of a good teacher and 
of ways to maintain favorable child-teacher 
relationships. The material is well- 
ordered and practically illustrated to 
demonstrate how to put into practice many 
of the principles in dealing with children. 
The presentation shows clearly how to set 
up specific experiences and work out re- 
lationships between adult and child, con- 
sidering both individual differences and 
similarities in many aspects of behavior. 
At points, actual techniques are given. On 
the whole, this small book is one of the 
most practical and useful about young 
children that the reviewer has read, and 
it can be recommended highly to all who 
are interested in human growth and de- 
velopment.—W. Mason Matuews, Pu.D., 
The Merrill-Palmer School, Detroit, Mich. 
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THE ROOTS OF PSYCHOANALYSIS 
AND PSYCHOTHERAPY 


By S. A. Szurek, M.D. 
Springfield, Ill., Charles C Thomas, 1958, 134 pp. 


This modest essay seeks to define the tech- 
nique of psychoanalysis and to distinguish 
it from analytically oriented psycho- 
therapy. The author divides his presen- 
tation into three parts: the first defines his 
basic criteria; the second considers some 
special aspects of psychoanalytic technique; 
the last section takes up the characteristics 
of “psychotherapy.” 

The author is obviously an experienced 
psychoanalyst. In addition, he makes use 
of pertinent literature. And yet for this 


reviewer, the commendable intentions con- 
tained in the foregoing outline are not 
realized. The promised differentiation of 
psychoanalysis and psychotherapy fails to 


emerge. What is more, familiar and basic 
psychoanalytic concepts are omitted en- 
tirely or considered only briefly. Examples 
of the latter include the concept of un- 
conscious conflict, infantile sexuality, the 
Oedipus complex, pregenital sexuality, sib- 
ling rivalry, the nature of the primary 
process, and the need for working through. 
Psychoanalysis as a process which involves 
the resolution of the patient’s defenses in 
the context of the transference neurosis, 
for the purpose of making the Unconscious 
conscious, is never actually defined. These 
omissions become even more striking in 
the light of the author’s rather extravagant 
contention that “there is a source of un- 
ending satisfaction, if not of awe, in this 
elegant and almost unfailingly effective 
and precise tool, both of investigation and 
of healing, discovered by Freud.” The 
different forms of psychotherapy which 
are not analytic in the foregoing sense of 
the word, but which are based, neverthe- 
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less, on psychoanalytic theory are hardly 
considered. 

In spite of these shortcomings, the book 
is provocative and should provide a basis 
for discussion in seminars for students of 
psychotherapy.—Louis Linn, M.D., New 
York, N. Y. 


PSYCHIATRY AND THE 
PUBLIC HEALTH 


By G. R. Hargreaves 
New York, Oxford University Press, 1958, 118 pp. 


This book consists of the five Heath Clark 
Lectures delivered at the London School 
of Hygiene and Tropical Medicine in 
1957. Its author is the former Director 
of the Mental Health Section of the World 
Health Organization and is presently the 
Nuffield Professor of Psychiatry at the Uni- 
versity of Leeds, England. Like the un- 
folding of a bud, the lectures relate in 
expanding concepts the growth of psychia- 
try and its progressive integration into 
medicine and other structures of society. 
The chapter headings (lecture series) are: 
“Psychiatry and its Origins”, “Psychiatry 
and Society”, “Psychiatry and Medical Ad- 
ministration”, “Psychiatry and The Family 
Doctor”, “Psychiatry and Public Health 
Practice”. 

The writing is lucid; the approach to 
the subject is scholarly; and the basic 
material is so handled as to relate the 
reader intimately to the ideas of an au- 
thor who has made himself a master of 
this subject. Although many of the anec- 
dotes and examples are oriented to a 
British audience, this does not seriously 
detract from the communication of the 
concepts. 

This book would be especially helpful 
to students and practitioners of public 
health, psychiatry, and medical and so- 





cial administration—KENT A. ZIMMERMAN, 
M.D., Child Guidance Services, Children’s 
Hospital of the East Bay, Oakland, Calif. 


EDUCATIONAL PSYCHOLOGY 
AND CHILDREN 


By Kenneth Lovell; 
Foreword by P. E. Vernon 
New York, Philosophical Library, Inc., 1959, 272 pp. 


According to P. E. Vernon, professor of edu- 
cational psychology at the University of 
London, the author of the foreword to this 
book, colleges in England have been, in 
their teacher training, disregarding to a 
great degree the vast amount of educational 
research that has been done in the U. S. 
and other countries. They have been rely- 
ing on English texts of four decades ago. 
This book has been written by Professor 
Kenneth Lovell, lecturer in the University 
of Leeds Institute of Education, to fill an 
urgent need in England for an up-to-date 
treatment of educational psychology. 

Although less than 300 pages in length, 
the book is amazingly comprehensive but, 
because of its comprehensiveness, neces- 
sarily brief in its treatment of most topics. 
In most instances the serious reader, and 
especially the teacher in training, will be 
forced to resort to the numerous references, 
both English and American, mentioned in 
the footnotes if he is to have more than 
just a general and superficial understanding 
of the subject. This, of course, would not 
apply in the case, for example, of the chap- 
ter “Human Abilities and Their Measure- 
ment” which provides a fairly complete 
presentation of tests and their uses. In 
general, however, this reviewer would con- 
sider the text somewhat in the nature of an 
outline. 

As such, it includes brief discussions of 
existing psychological principles and prac- 
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tices, both classical and current, regarding 
motivation, learning, personality develop- 
ment, maladjustment and delinquency, 
guidance, transfer of training, etc. These 
are presented in an objective and impartial 
manner. The author does not claim to 
favor any particular theory; indeed, in many 
instances his attitude is one of wholesome 
scepticism; nor does he fail to indicate lack 
of proof where such lack exists. 

The chief deterrent to the success of this 
book as a standard text seems, in the opin- 
ion of this reviewer, to be its extreme con- 
ciseness. Were the author to expand the 
text by incorporating within it some of the 
relevant ideas and discussions contained in 
the books referred to in the numerous foot- 
notes, so that each subject could be treated 
more fully, he would be attaining his ob- 
jective more efficiently. As it stands at 
present, “An Outline of Educational Psy- 
chology” would be a more fitting title.— 
IpA KLEIN STERNBERG, Public School 103, 
Bronx, N. Y. 


CLINICAL PSYCHOLOGY, 
THE STUDY OF PERSONS 


By Richard W. Wallen 


New York, McGraw-Hill Book Co., Inc., 1956, 388 
pp. 


Although this volume is written for the 
clinical psychologist to help him collect and 
integrate a variety of data about a single 
person, the author emphasizes that one of 
his important aims is to help the student to 
think “critically and creatively about peo- 
ple.” 

In a series of 13 chapters, Mr. Wallen 
covers much of the field of clinical psychol- 
ogy. He discusses the training and back- 
ground and the kind of personality desir- 
able in the clinical psychologist and the 
variety of clinical positions available to him. 
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The material of the volume is geared to the 
undergraduate as well as the graduate stu- 
dent, and the author is well aware of the 
difficulties involved in trying to meet the 
needs of both groups. The instructor can 
help in directing discussions, assigning sup- 
plementary reading, etc. 

Much space is devoted to the minute con- 
sideration of the kind of sensitivity which 
must be possessed by the experienced psy- 
chologist. He must feel the need for and 
know how to establish the relaxing atmos- 
phere in the interviewing situation to bring 
forth as much data as possible to help him 
understand the client and his problem. He 
should constantly keep in mind that the 
primary reason for obtaining the informa- 
tion is to make use of it on behalf of the 
client. Information is needed regarding 
health, family life, school, interpersonal re- 
lationships, vocational interests and experi- 
ence, sexual development, onset and un- 
folding of conflicts and symptoms, etc. An 
all-important point made by the author re- 
lates to the need for utilizing suitable social 
norms in the interpretation of data. Un- 
fortunately, the lack of such norms is an 
ever-present problem. There is abundant 
illustration with case material to bring 
home the difficulties involved in the clinical 
process and to stress the need for mature 
and experienced judgment, which is con- 
stantly required. The reviewer finds this 
material a veritable asset, as it offers much 
practical help. 

A chapter on the medical assessment of 
the client is contributed by Dr. Roy M. 
Whitman. The importance of the medical 
examination, especially in the presence of 
certain symptoms, is stressed. The clinical 
psychologist must be aware of the physical 
signs which require special study. 

Four chapters are concerned with psycho- 
logical tests and their evaluation. The 
drawbacks of the Rorschach are seen in the 
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lack of clarity of concepts, variation in scor- 
ing and interpretation, the bias in the mal- 
adjusted direction, the lack of evaluation of 
positive assets and failure to consider that 
the protocol may be the result of a “stress 
performance.” Suggestions for interpreting 
T.A.T. stories are also made in terms of 
various relationships. The question of 
which traits brought out in the stories are 
transient is also raised. Several other tests 
are briefly discussed. This reviewer differs 
with the author’s postulate that a poor score 
on a given test has to be accepted at face 
value as representing the individual. There 
are many reasons why a score secured at a 
given time may be interpreted as not in- 
dicative of actual potential. The reviewer 
also takes issue with the author’s negative 
attitude toward the value of psychological 
tests. 

The last two chapters discuss psycho- 
therapy and psychotherapeutic methods. 
The author laments the well-known fact 
that it is difficult to measure improvement 
and recognizes that there is little evidence 
at the present time to warrant the assump- 
tion that one therapeutic method is indis- 
putably above all others. The relationship 
between therapist and client is of primary 
importance as is the attitude of acceptance. 
The author also attempts to classify into 
several major categories the variety of prob- 
lems and complaints clients bring to the 
therapist. 

Scattered throughout the book are exer- 
cises which present a variety of clinical 
problems, and the student is requested to 
furnish answers to the questions raised. 
Many of the problems do not lend them- 
selves to unambiguous solutions. There is 
a certain amount of risk that the student 
will assume that clear-cut answers are pos- 
sible. Even instructors may differ widely 
in their approach. This section has value, 
but it would be enhanced by a clear state- 





ment that single solutions are not always 
possible as well as greater direction for the 
type of discussion which should be aimed at. 

This volume is a distinct contribution to 
the training of the clinical psychologist. It 
stresses the need for the study of persons 
but also presents much valuable data on 
how to proceed.—Simon H. TuLcuHIn, New 
York, N. Y. 


PROGRESS IN CLINICAL 
PSYCHOLOGY, VOLUME III 
Edited by Daniel Brower 

and Lawrence E. Abt 


New York, Grune & Stratton, 1958, 249 pp. 


This volume, subdivided into four parts, 
systematically and critically reviews prog- 
ress made in the field of clinical psychology 
during the past two years. Nineteen au- 


thors participate in the evaluation. 


In Part I, which serves as an introduction, 
Lawrence E. Abt, one of the editors, con- 
siders the general topic dealing with “Move- 
ments of Thought in Clinical Psychology.” 
He discusses the relationship of general psy- 
chology to the clinical field and forcibly 
makes the point that personality cannot be 
understood without full recognition of the 
social matrix. Personality is not a self- 
contained entity, and it is essential to con- 
stantly bear in mind that interaction with 
the environment goes on continuously. 
This is followed by a chapter in which 
Emanuel K. Schwartz presents a frank dis- 
cussion of the problems involved in the 
“Development of Clinical Psychology as an 
Independent Profession.” The need for sci- 
entific and theoretical material is recognized 
and the lack lamented. There is also a 
straightforward airing of the struggle with 
the medical group. Many problems con- 
front the clinical psychologist, and a num- 
ber of sobering questions are raised. 
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Part II is given over to a series of seven 
chapters by different authors—-all devoted 
to various aspects of “The Diagnostic Test 
Battery.” The participants are Daniel 
Brower, coeditor, Arthur Carr, Arthur 
Bachrach, Max Hutt, Fred Brown, Zyg- 
munt Piotrowski and Milton Gurvitz. With 
but minor variation, it is agreed that the 
battery should include an intelligence test, 
Rorschach, T.A.T. Drawings and addi- 
tional tests, depending upon need. Tests 
should help the clinician to understand the 
individual. A point which is independently 
made by several authors is that inconsistent 
results on several tests do not minimize the 
value of the findings but, on the contrary, 
stress the fact that different levels of func- 
tioning are disclosed and that the results 
may reflect conflicting emotions and atti- 
tudes. Discrepancies in findings should 
lead to further research. 

Part III is devoted to the many problems 
dealing with changing “Conceptions in Psy- 
chotherapy.” Ten authors contribute a total 
of nine chapters in this area. Several types 
of therapy are discussed as well as group, 
play and rehabilitation therapies. One 
chapter summarizes pharmacologic aids, 
and one chapter considers the newer ap- 
proaches in therapy. The following are 
the participants of Part III: John Butler, 
Harry Joseph, Bernard Riess, Benjamin 
Wolstein, Asya Kadis and Max Moskowitz, 
Adolph Woltmann, Leonard Diller, Law- 
rence Kaplan and E. Lakin Phillips. 

There is increasing awareness that the 
personality and the activity of the therapist 
need to be evaluated as important variables 
in the therapeutic process. In research, the 
team approach should be emphasized. 
There is also greater disposition to utilize 
the patient’s positive resources and a real- 
ization that in many cases, short-term, non- 
depth therapies can produce better results 
than depth psychotherapy. 
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Several of the pharmacologic aids have 
helped to reduce the need for more drastic 
therapies, but much research remains to be 
done before clear-cut solutions to the nu- 
merous problems involved are secured. 

Part IV consists of a lengthy chapter 
written by Henry P. David, in which he 
reviews “Clinical Psychology in Other 
Lands.” ‘The status of clinical psychology 
in England, Continental Europe and Russia 
is surveyed and a wide variation in practice 
described. During the past few years closer 
contact between this country and these 
other lands is being established with result- 
ing benefit to all. 

At the end of the chapters the authors 
supply bibliographies of valuable references 
to the literature. 

The editors of the volume have per- 
formed an admirable service to the clinical 
psychologist in bringing together an ac- 
count of what is currently taking place in 
the field. Interwoven with this data are 
posed numerous questions and problems, 
the answers to which are still some distance 
away.— Simon H. Tutcnin, New York, 
N. Y. 


COMMITMENT OF THE MENTALLY 
ILL: PROBLEMS OF LAW AND POLICY 


By Hugh Alan Ross 


Reprinted from the Michigan Law Review, Vol. 57, 
May 1959, No. 7, 73 pp. 


This book is a very fine compilation which 
brings together many of the problems and 
commitment procedures of the mentally ill, 
including all the ramifications of law and 
policy in the protection of the individual. 
It would be an extremely interesting book 
for psychiatrists who are forensically or 
administratively inclined. Others who have 
to do with ordinary psychiatric treatment or 
psychoanalysis would only find it dull and 
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boring. The same could be said for lawyers 
who are interested in mental illness, while 
others are not interested in this aspect of 
society, and the individual would indeed 
find it boring. 

It can be seen in this book that the ac- 
tions of psychiatrists, on one hand, trying 
to help the patient and of the law trying 
to protect the patient from another angle 
may, in their extremes, work to the detri- 
ment of the patient. In reading the book, 
one gets the feeling that this would not be 
if it were not for the cold war between the 
absolute protection of the individuals’ con- 
stitutional rights without considering the 
patient as a sick person who has to be 
treated and the absolute taken by the psy- 
chiatrist that the patient must be treated 
regardless of his constitutional rights. If 
this in someway could be resolved satis- 
factorily, the patient would best benefit by 
receiving his treatment, his return to so- 
ciety and protection of his constitutional 
rights. 

This is pointed out by the author as two 
defects in the concept that commitment is 
either based on medical judgment or on 
constitutional rights. 

The author has covered a wide range of 
law, and it is suggested to any reader that 
if a specific point is to be considered, it 
should be checked for the exact meaning 
in each state. There is no doubt that, on 
the whole, the author is very correct. How- 
ever, his interpretation on page 969 that 
commitment in New York State results in 
automatic incompetency under the so-called 
General Order #10 is not exactly right. 
The patient is not declared incompetent; 
the patient is allowed to act; and the ad- 
mission itself does not place a presumption 
of incompetency. The purpose of the Gen- 
eral Order is merely to protect the patient 
in every transaction, as far as possible, from 
parties on the outside who might overreach 








their authority. Instruments actually have 
been executed by patients without a knowl- 
edge of institutional personnel, and the 
mere fact that the provisions of General 
Order #:10 were not complied with would 
not of itself invalidate the instrument. It 
is, therefore, perhaps a very fine interpreta- 
tion in the content in some laws, but it may 
be misinterpreted by the author from his 
standpoint. 

The author goes to some length in dis- 
cussing the matter of commitment, legal 
capacity and competence of an individual. 
It is very interesting how he has put all 
his material together, but it leaves one with 
the feeling that there is nothing definite in 
any of the rules and that the generalities of 
rules for competence and incompetence can- 
not be made, but that each individual case 
must be considered at a special time and for 
special events—HERMAN B. Snow, M.D., 
St. Lawrence State Hospital, Ogdensburg, 
N.Y. 


THE PSYCHOLOGY OF 
EXCEPTIONAL CHILDREN, 
THIRD EDITION 

By Karl C. Garrison and 

Dewey G. Force, Jr. 

New York, The Ronald Press, 1959, 586 pp. 


This is the third edition of a respected text- 
book prepared primarily for student teach- 
ers and for the reference shelf of practicing 
teachers. It spells out, in a concise intro- 
duction, concepts of individual differences 
and case identification. The book then 
goes on to discuss and provide selective 
references for appropriate subgroups within 
the broad categories of “Mental Deviates,” 
“Physical Disability,” “Neurological Im- 
pairments and Health Problems” and 
“Emotional and Social Maladjustments.” 
This subject matter is capped by a glossary 
and a directory of 16 mm motion pictures. 
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The material of the text is current and 
the product is an effective job of condensa- 
tion of the plethora of data, reports, opin- 
ions and prejudices in this field. It is 
anticipated that real meaningfulness of the 
material to the student teacher will follow 
some experience with general or educational 
psychology and child growth and develop- 
ment. The text, however, can be conceived 
to have value in the inservice training of 
nurses and technicians providing care and 
supervision of exceptional children. The 
degree of value will depend upon back- 
ground experiences having been available 
to these readers and the availability of a 
faculty to relate the information in the 
book to the reader’s experience. 

This reviewer regrets the publisher’s ap- 
parent lack of notice of the techniques of 
commercial artists and public school text- 
book publishers. Potential readers of this 
book should, of course, be sustained in their 
motivation by more than color, pictures and 
format of a text. Nevertheless, their learn- 
ing might be made easier by a more inspired 
style of presentation of material. The 
book’s dust cover is prosaic, and there are 
occasional long uninterrupted sequences of 
pages which may be made formidable by 
the failure to use marked variation from 
text type for headings and by the quality of 
color contrast between the type and the 
paper.—Mavrice G. Kort, Bureau of Men- 
tal Deficiency, Department of Institutions 
and Agencies, Trenton, N. J. 


THE MENTALLY RETARDED 
IN SOCIETY 


By Stanley Powell Davies; 
Katherine G. Ecob, collaborator 


New York, Columbia University Press, 1959, 248 pp. 


The tremendous resurgence of interest and 
concern about the problem of mental re- 
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tardation has brought with it a reawakening 
on the part of all professional disciplines to 
the importance of this area. This reawak- 
ening has led to the publication of more 
books entirely devoted to this problem. 
Most recent publications have been di- 
rected, in the main, to a particular disci- 
pline’s concern with mental retardation. 

Dr. Davies’ book is unique in that, as the 
preface states, “this volume endeavors to 
present mental retardation in its social 
rather than its clinical aspects.” 

The treatment of the history of the move- 
ment is both informative and interesting. 
The accounts of the contributions of the 
early pioneers and especially those on Drs. 
Itard and Seguin are presented with dra- 
matic clarity. 

Dr. Davies’ frank treatment in Part One 
of the controversies of the past, e.g., “cure 
vs. training” and “nurture vs. nature” gives 
the reader pertinent information on both 
sides of the issues, together with references 
for the individual who would want to delve 
further into a particular aspect of the prob- 
lem. This portion of the book brings up 
to date developments in the fields of eu- 
genics, delinquency, sterilization, causation 
and, of extreme importance, the recent con- 
tributions of the behavioral sciences towards 
a better understanding of the mentally 
retarded. 

Part Two gives a concise account of the 
current programs and practices, covering all 
age levels. It also gives the ideologies and 
services of the various agencies, both public 
and private, relative to the mentally 
retarded. 

The last chapter, “The Mentally Re- 
tarded in the Social Order,” sets before us 
the challenges that lie ahead; these will have 
to be resolved if a complete program for 
the identification, training and life care of 
the retarded is to be realized. 

Dr. Davies and Miss Ecob are to be com- 
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mended for this contribution to the field. 
The Mentally Retarded in Society not only 
belongs on the reading lists for professionals 
directly concerned with this area but should 
be introduced to students and workers in all 
allied fields of endeavor. 

The book ends with a charming reference 
to Dickens’ Maggy in Little Dorrit, of 
whom Dorrit says with pride, “You can’t 
think how good she is, sir . . . or how clever 

. she earns her own living entirely.” 
There are, and will be, many more “Dor- 
rits” who will prove to society that the 
“retarded are people.”—Curis J. DE Prospo, 
Associate Professor of Education, The City 
College, New York, N. Y. 


CHANGING CONCEPTS AND 
PRACTICES IN PSYCHIATRIC 
OCCUPATIONAL THERAPY 


Edited by Wilma L. West 


New York, American Occupational Therapy Asso- 
ciation, 1959, 248 pp. 


This is essentially a recording of the Allen- 
berry Workshop Conference on the Func- 
tion and Preparation of the Psychiatric Oc- 
cupational Therapist held in November of 
1956. In addition to this recording of the 
project and its format and discussions, the 
editor has injected many interesting views, 
both her own and those of other authorities. 

The keynote address by Drs, Elvin V. 
Semrad and Max Day makes for most inter- 
esting and informative reading. Titled 
“Techniques and Procedures in the Treat- 
ment and Activity For Psychiatric Patients,” 
it forms a fitting and pertinent introduc- 
tion to the material which follows. 

The book concerns itself with techniques 
and activities used in psychiatric occupa- 
tional therapy and the role of the occupa- 
tional therapist in relationship to other 
specialists in psychiatric activity programs. 





Also discussed are current and future trends 
in psychiatric occupational therapy. There 
is also some attention paid to educational 
and practical preparation of occupational 
therapists and their needs for the future. 
One of the chief purposes of this book is 
to offer a definition of the role of the occu- 
pational therapist, his relationship to other 
activity specialists and, from this definition, 
to formulate the training necessary to this 
end. In the process of this introspection, 
the author has provided an excellent hand- 
book for all workers in the psychiatric field. 
I think that the book should be a part of 
every medical library. It is a welcome addi- 
tion in a field where there has been for 
years a dearth of definitive literature.— 
Curve Krycar, Jr., O.T.R., Director of 
Occupational Therapy, Essex County Over- 
brook Hospital, Cedar Grove, N. J. 


THRILLS AND REGRESSION 
By Michael Balint 


New York, International Universities Press, 1959, 


148 pp. 


This book is written in an attempt to give 
a new vantage point from which to view 
personality development and psychopath- 
ology. It is based on an assertion by the 
author that the development of instinctual 
aims (oral, anal, urethral and genital forms 
of gratification) and the development of re- 
lationships to objects (primary love, ocno- 
philia and philobatism, narcissism, active 
adult love, etc.) are separate processes, 
though mutually influencing each other. 
Two terms, “philobatism’” and “ocno- 
philia,” are coined, with an interesting dis- 
course on their etymology. 

Philobatism is synonymous with a love of 
thrills, heroics, excitement and living in a 
world in which distances between objects 
is valued more than the objects themselves. 
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The ocnophil, in contrast, avoids and denies 
distances between objects and gains his sat- 
isfaction from clinging closely to them. As 
the author points out, this concept overlaps 
with Freud’s description of the anaclitic 
versus the narcissistic type of individual 
and Fenichel’s phobic-counterphobic con- 
cept. 

In two case descriptions given in the in- 
troduction, the term “object” is used quite 
loosely to denote inanimate objects as well 
as people. In neither case is the patient's 
chief complaint nor basic psychopathology 
elucidated with the end result being a feel- 
ing of vagueness about them, except that 
they are sick. 

The book is interesting reading, and the 
ideas are stimulating to consider. An effort 
such as this to clarify psychoanalytic theory 
is well worth considering especially if it is 
done by a man of Dr. Balint’s experience 
and knowledge. However, this reviewer 
does not feel that the concepts as presented 
produce the enlightenment intended.— 
RacpH W. Wapeson, JR., M.D., Clinical In- 
vestigations, National Institute of Mental 
Health, Bethesda, Md. 


I'LL SEE YOU AFTER SCHOOL 
A Play by Loyd W. Rowland 


New Orleans, Louisiana Association for Mental 
Health, 1959, 24 pp. 


During recent years a new tool has been 
developed to be used as a springboard to 
discussion of mental health topics. The 
tool is the structured drama, among the first 
of which was Scattered Showers, written by 
Nora Stirling and published in the interest 
of the American Theatre Wing group of 
New York. The earliest plays were found 
to be so useful that many more have come 
into being, dealing with a variety of topics: 
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discipline, adolescent problems, parent anx- 
ieties and old age. None, however, had 
dealt with one of the most current and most 
crucial of school concerns, the parent- 
teacher interview. 

In response to the need of one in this 
area, I’ll See You After School has been 
published by the Louisiana Association for 
Mental Health. It was written by Dr. Loyd 
W. Rowland, who presents four parents, 
each about to face his child’s teacher. The 
drama presents nothing new. The parents 
could be any four parents in any classroom, 
but each brings to the parent-teacher inter- 
view the package of hin self and his past. 
The teacher attempts to meet the needs of 
each, as presented. 

Perhaps the unique feature of the drama 
is the glimpse into the life and attitude of 
each parent as the parent presents a “peep- 
hole” soliloquy preceding and following his 
interview. One feels as if he understands 
otherwise unreasonable behavior as the par- 
ent faces the teacher. 

One criticism has been advanced. Some 
feel that the teacher is too successful in 
reaching all four parents. This seems es- 
sentially unimportant as one observes an 
audience enter into discussion following a 
presentation of the play. As a matter of 
fact, it may well prove to be one of the 
strengths of the play, since parents react 
quickly with observations regarding some 
of their less satisfactory experiences. This 
affords an excellent opportunity to com- 
pare: (1) methods used, (2) purpose of 
interview, (3) relationship of members of 
the interview, etc. 

Together with the excellent discussion 
guide included with the play, Dr. Rowland 
has provided us with another excellent de- 
vice to facilitate teaching in the mental 
health field.—EstHer L. MuIppLEWwoop, 
Chief, Education Section, Michigan Depart- 
ment of Mental Health, Lansing, Mich. 
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ISSUES IN AMERICAN SOCIAL WORK 
Edited by Alfred J. Kahn 
New York, Columbia University Press, 1959, 354 pp. 


The 12 papers in this volume were written 
by “the new social work scholars and teach- 
ers” selected either as experts in their re- 
spective fields or as creative contributors. 
Among the topics discussed are social work 
as a profession, the blending of psycho- 
analytic and social concepts in treatment, 
and the role of voluntary agencies and of 
volunteers. It is a valuable contribution to 
the social welfare literature and should 
serve as a bench mark to the social work 
profession in the United States. Because 
social work has been impeded by vague 
terminology, narrow conceptions of the 
scope of professional services and a lack of 
clarity about its nature and purpose, there 
is a geuine need for this type of literature. 

It is a book more about social work 
trends, problems and issues than about so- 
cial welfare. In the opinion of the reviewer 
the volume should have given more atten- 
tion to the international scene. Despite in- 
dividual differences of emphasis and orien- 
tation, the authors tend to stress a broad 
rather than a limited concept of social work. 
The overriding concept of social work, as 
expressed by the editor and re-enforced by 
the contributors, is that the needs of the 
American society would best be served if 
social work were to adopt an “institutional” 
rather than a “residual” concept of its role. 
Social work, in this view, should regard it- 
self as an essential component of modern 
society, serving the “normal” as well as the 
disadvantaged, involved in planning the 
better life as well as in meeting pathology 
and social disorganization. 

Some of the papers emphasize social work 
methodology; others, the broader issues fac- 
ing social work in the context of social wel- 





fare. The greater emphasis seems to be on 
the methodology. 

Students and practitioners of community 
organization for social welfare and mental 
health will note a somewhat indiscriminate 
use of the terms “social work” and “social 
welfare.” The opening sentence in the 
foreword states, ‘““This is a book about social 
work and social welfare . . .” Yet the term 
“social welfare” is not used in the summary 
of the central issues of the writers. Further- 
more, the editor tells us that “the volume 
does not seek to discuss, specifically and 
comprehensively, major social policy ques- 
tions currently facing social work. 

Alfred Kahn in his opening article on 
“The Function of Social Work in the Mod- 
ern World” takes pains to point out that it 
is important to distinguish between social 
welfare and social work. The authors in- 
dicate that there have been a number of 
efforts made to conceptualize social welfare 
and social work in a manner which would 
designate both a field involving diverse pro- 
grams and a profession demanding a range 
of skills. 

Some discrepencies in the use of these 
two terms include: the use of “social work” 
to describe agencies and programs, the field, 
positions other than professional assign- 
ments; the use of the terms “casework” and 
“group work,” which are defined as meth- 
ods, to describe agencies and programs; and 
in some instances, casework is equated with 
social work. Community organization, 
while acknowledged as one of the basic 
methods in social work, is often subordi- 
nated by some of the authors to the case 
work and group work methods and the use 
of the term “community organizer” appears 
misleading to the reviewer. Nathan E. 
Cohen, in his article on “Reversing the 
Process of Social Disorganization,” does 
however, define community organization as 
being within the context of social work. 
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One basic issue facing the social profes- 
sion, which several authors mention, is 
whether to give first priority to that area of 
practice, study and research called, for the 
want of a better name, “social policy.” So- 
cial work has long had a double focus: on so- 
cial reform on one hand and on facilitating 
adjustment on the other. Eveline Burns, in 
her 1958 Presidential Address at the Chi- 
cago Annual Forum of the National Con- 
ference on Social Welfare, lists a series of 
14 crucial issues which require social action 
by social workers. Bertram Beck, in his 
article “Shaping America’s Social Welfare 
Policy” in this volume, points out that 10 
have a major focus on economic and social 
security; important as these issues are, he 
continues, the question may well be posed 
as to whether they are the issues to which 
today’s generation of social workers must 
give first priority. 

Beck does not suggest that social work 
ignore the problems cited by Burns, but he 
underlines the importance of the profes- 
sion’s giving first priority to the problems 
which have followed in the wake of advanc- 
ing material welfare. He recognizes, how- 
ever, that social policy as an arez of knowl- 
edge is essential for the competent practice 
of social work and that the profession must 
have a respectable core of practitioners 
whose professional activity is focused in so- 
cial policy. Several of the other authors 
indicate that the profession must identify 
and limit its area of competence and give 
immediate attention to the refinement of 
methods and techniques and to other prob- 
lems of professional practice. They all 
appear to be in agreement, however, that a 
central concern of professionals in this area 
has to do with the ways in which major so- 
cial policies affect the well-being of indi- 
viduals, groups and communities. 

The authors, in the aggregate, make a 
good case for giving top priority to these 
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matters, and therefore it appears to the re- 
viewer to pose a challenge to the social 
work profession and the social welfare field 
as to how they will discharge their responsi- 
bilities in the area of social policy. 

Students and practitioners in mental 
health will find this collection of articles 
stimulating and informative reading. It 
should be a “must” for all social workers.— 
Joe R. Horrer, Executive Secretary, Na- 
tional Conference on Social Welfare, New 
York. 


LONGITUDINAL STUDIES OF 
CHILD PERSONALITY 


By Alan A. Stone, 
and Gloria Cochrane Onque 


Cambridge, Mass., Harvard University Press, 1959, 
314 pp. 


This work represents a joint thesis by two 
medical students at Yale University. It is, 
as its title indicates, a set of abstracts of 
those published papers of studies which the 
authors considered longitudinal in method, 
were carried out on a group of children, and 
were concerned primarily with emotional 
and social behavior in infants and children. 
The authors do not state the time span of 
the literature which they have attempted to 
abstract, but it appears to be roughly that 
published from 1924 to 1954. 

The abstracts are arranged in alphabeti- 
cal order according to author. Each con- 
tains the following headings: 

1. Author, title and publication reference. 

2. Setting. In some instances this refers to a re- 
search or educational institution and some- 
times to a clinic setting or home. 

. Subjects. This is a statement of the number of 

individuals studied. 

. Time span of the experiment. 

. Method of observation or testing. 

. Findings. These may be expressed in a sen- 

tence or in a page or more. 

. Authors’ interpretations. 


This book is a tremendously useful list- 
ing and a brief description of most of the 
important longitudinal studies in the field 
of social and emotional behavior over a 
period of about 30 years. The authors are 
to be commended for the very excellent job 
they have done. It would be nice if the 
abstracts were indexed by subject matter, 
but since the total number of pages is not 
excessive and much of the material is pre- 
sented in outline form, this detail is not 
essential. It would be tremendously ad- 
vantageous to people in the behavioral field 
if this job, so nicely initiated by Doctors 
Stone and Onque, could be continued in 
the future as published abstracts of longi- 
tudinal studies at intervals of five or ten 
years. Such effort would be particularly 
appropriate in view of the great resurgence 
over the past five or six years of interest in 
the longitudinal method, not only in this 
country but all over the world.—LeEstEr W. 
SonTaG, M.D, Director, Fels Research Insti- 
tute, Yellow Springs, Ohio. 


PROJECTIVE PSYCHOLOGY: 
CLINICAL APPROACHES TO THE 
TOTAL PERSONALITY 

Edited by Lawrence E. Abt 

and Leopold Bellak 


New York, Grove Press, 1959, 485 pp. 


This book represents a restatement and con- 
tinuation of the 14 contributors’ work in the 
field. It is preceded by an introduction by 
a noted theorist, L. K. Frank. The first, 
theoretical part opens with Bellak’s analy- 
sis of the concept of projection. Realizing 
that all perception is selective and often 
distortive and that what is meaningfully 
perceived is a function both of the external 
stimulus and of the internal drives and 
anxieties of the perceiving individual, Bel- 





lak surveys, in a brief and general manner, 
many psychological situations—taking dif- 
ferent tests, undergoing psychotherapy, be- 
ing hypnotized, artistically creative, psy- 
chotic, etc.—pointing out that in each of 
them the shares of the objective stimulus 
and of the subjective personality state differ 
in what is being perceived in each situation. 

Abt follows with a theory that projective 
tests reveal only defense mechanisms against 
anxiety and that giving meaningful answers 
to these tests is possible only when it re- 
duces anxiety. (“As a consequence of the 
functioning of the projective mechanism 
under these conditions, the amount of anxi- 
ety being experienced by the individual 
tends to be lowered to the point at which 
the individual again feels comfortable and 
secure.” 

Thus, action tendencies which cause no 
anxiety and those which cause irreducible 
anxiety would not be disclosed by projec- 
tive tests. These implications are contrary 
to experience. Be that as it may, Abt’s ex- 
treme though novel theory can be subjected 
to a test. Incidentally, neither Abt nor Bel- 
lak mention or take a stand on the claim 
(implicitly stated in Proshansky’s chapter) 
that the reason for the projective tests, often 
eliciting many valid traits of great impor- 
tance for the understanding of the role a 
subject plays in interhuman relationships, 
is the fact that projective tests arouse much 
less anxiety than other examination pro- 
cedures; and that the chances for arousing 
anxiety during testing diminish as the 
ambiguity of the test stimulus increases. 

The second part comprises four-fifths of 
the book and consists of 10 chapters on the 
clinical application of eight projective tech- 
niques (three on the Rorschach). A brief 
introduction contains summaries of the 
chapters. The contributors to this part are 
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L. Bellak, S. K. Deri, M. R. Harrower, A. L. 
Kadis, S. Levy, M. Lindner, R, L. Munroe, 
J. M. Sacks, F. Wertham and A. G. Wolt- 
mann. All authors maintain the theoreti- 
cal and methodological viewpoints which 
they expressed in their earlier publications. 
Here and there one finds new empirical 
data, new experiments, minor changes and 
additions which help to better illustrate 
and support the author’s position. 

The third part deals with fields of appli- 
cation of the tests rather than with a pres- 
entation and discussion of the tests them- 
selves. D. Brower and A. Weider report on 
the application of the tests in business and 
industry. They describe some results ob- 
tained with the tests. More important are 
their comments on the use which should be 
made of the test findings. H. M. Proshan- 
sky indicates the advantages of projective 
personality tests in action research, i.e., in 
the study of interrelations among hetero- 
geneous social groups. The author notes 
that these tests are helpful and valid be- 
cause they are disguised testing methods. 
They are effective where direct questioning 
fails. 

This is a book for specialists, in the sense 
that it is a discussion—in many places con- 
troversial—of certain special problems and 
is not an elementary textbook. It covers 
some problems very extensively but does not 
mention a great many points indispensable 
in the daily practice of the clinical psychol- 
ogist. It might prove useful as a reference 
for problems which must be faced and 
thoroughly thought through before we can 
hope to have a theory of projective person- 
ality tests of sufficient comprehensiveness 
and validity—ZycmuntT A. PIoTROWsKI, 
Ph.D., Clinical Professor of Psychology, Jef- 
ferson Medical College of Philadelphia, 
Philadelphia, Pa. 
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STUDIES, SURVEYS, REPORTS 


Additional evidence has been announced to 
support a belief that the major symptoms of 
schizophrenia are brought on by the pres- 
ence of some substance in the patient’s 
blood which interferes with the body’s abil- 
ity to mobilize the necessary energy to deal 
with emotional erhergencies. 

In a report to the annual meeting of the 
National Association for Mental Health, the 
association’s research director, Dr. William 
Malamud, reported these results from two 
different experiments supported by the Re- 
search Foundation of the NAMH and the 
Thirty-Third Degree Scottish Rite: 

1. Dr. Jacques S. Gottleib and Dr. Charles 
E. Frohman have found, in a research proj- 
ect being conducted at the Lafayette Clinic 
in Detroit, that when a schizophrenic pa- 
tient is confronted by a stressful situation, 
the body fails to speed up the process of con- 
verting food into energy to be used for 
emergency action. Instead, this process con- 
tinues on a business-as-usual basis, leaving 
the patient unprepared to deal with the sit- 
uation and throwing his mental and emo- 
tional processes into a helter-skelter of 
disorganization and disorientation charac- 
teristic of this disease. 

Further experimentation by these research 
scientists points to the presence of some 
specific substance in the blood of schizo- 
phrenic patients which is responsible for 
the interference with energy mobilization. 
So clear and recognizable is the action of 
this yet unidentified and unisolated sub- 
stance that through it, it has been possible 
for the researchers to pick out from among 
many unlabeled blood samples, those com- 
ing from schizophrenic patients. Doctors 
Gottlieb and Frohman are now working to 
isolate and identify this substance. 
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2. Dr. Hudson Hoagland offers other 
“evidence for a substance in human blood 
that may play a causal role in psychotic 
behavior.” He has been conducting re- 
search with rats at the Worcester Founda- 
tion for Experimental Biology. In a series 
of experiments Dr. Hoagland and two as- 
sociates, Dr. John R. Bergen and Dr. R. B. 
Pennell, have found a substance in the 
human blood which, when injected into the 
blood of rats, measurably confuses a learned 
behavior pattern—the act of climbing up a 
rope to obtain food. 

Extracts of blood from psychotic patients 
were twice as effective as that from normal 
people in bringing about this result. The 
same kind of effect was produced with blood 
extracts from three different types of psy- 
chotic patients—schizophrenic, manic de- 
pressive and involutional. Also, the effect 
was about the same whether the blood came 
from patients newly admitted to the mental 
hospital or from those who had been there 
for years. 


* * * 


Federal funds totaling more than $250,000 
will support continuing studies of The Uni- 
versity of Michigan Institute for Social Re- 
search in the fields of juvenile delinquency, 
teaching innovations, creative thinking and 
mental health in industry. 


A recent survey conducted by the Joint In- 
formation Service of the American Psychi- 
atric Association and the National Associa- 
tion for Mental Health indicates that a 
strong trend is developing for the treat- 
ment of mental patients along with other 
patients in community-based general hos- 
pitals. 








GRANTS 


The Ford Foundation has made a grant of 
$18,000 to the National Association of So- 
cial Workers for a study project on how so- 
cial work practice can be applied to the 
control of social problems in neighbor- 
hoods. The project will be based on the 
premise that a number of important devel- 
opments in social work practice in recent 
years, when taken together and viewed in 
proper relationship, hold out a promising 
approach for more effective handling of so- 
cial problems in communities. 


The National Institute of Mental Health 
has granted the University of Denver $74,- 
664 for its School of Social Work. The 
grant will be used to maintain, for one fiscal 
year, an expanded program for the educa- 
tion of group and caseworkers to serve in 
psychiatric agencies, organizations and in- 


stitutions. 

It will finance 18 traineeships for students 
and contribute toward faculty salaries, secre- 
tarial assistance, supplies and other expenses 
involved in this phase of the School of Social 
Work program. 


The U. S. Public Health Service has 
awarded reasearch grants amounting to 
$42,000 to the Department of Biochemistry 
of Hillside Hospital, Glen Oaks, N. Y., to 
continue and intensify current studies into 
the chemical changes in the body that ac- 
company mental disorders. 

Hillside biochemists for some years have 
been investigating the effect of new drugs 
on body metabolism. One such study has 
been devoted to tracing the changes which 
the so-called “mental drugs” undergo in the 
body. For this study special techniques of 
analysis of drug derivatives had to be de- 


veloped. 
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The current USPHS grant will make 
possible a study to relate the kinds of de- 
rivatives and the rate of their production to 
their clinical effects on the patients. The 
Hillside researchers dispute the belief that 
mental patients may excrete urinary com- 
pounds not present in other persons. In- 
stead, they subscribe to the hypothesis of a 
subtle derangement in organic function, pos- 
sibly involving the metabolism or utiliza- 
tion of the “B” vitamins, as the basis for 
certain serious mental illnesses. 


TRAINING 


The University of Nebraska has announced 
its approval of a curriculum leading to a 
Master’s degree in psychiatric occupational 
therapy. This degree will be conferred by 
the Graduate College of the University, 
while the course work will be under the 
supervision of the Department of Neurol- 
ogy and Psychiatry of the University of 
Nebraska College of Medicine in Omaha. 

The course work will consist of 50 aca- 
demic quarter hours credit plus a thesis. All 
course work will be conducted at the Ne- 
braska Psychiatric Institute. As a prerequi- 
site for admission to the degree program for 
a Master’s degree in psychiatric occupational 
therapy, the student must have been gradu- 
ated from an accredited school of occupa- 
tional therapy and hold a Bachelor’s degree 
from a school or college of recognized stand- 
ing. For further information write: Mr. 
H. Dwyer Dundon, Assistant Professor, Di- 
rector of the Program in Psychiatric Oc- 
cupational Therapy, Nebraska Psychiatric 
Institute, 602 South 44th Avenue, Omaha 
5, Neb. 


The Western Mental Health Training and 
Research Council has announced two new 
proposed projects: a five-year project for 
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regional training and research centers in 
juvenile delinquency and a three-year re- 
gional staff development project for public 
mental hospitals and schools for the men- 
tally retarded. 

The Council also recommended that its 
Summer Work-Study Program for college 
students be expanded by adding institutions 
and hospitals in neighboring states to the 
field work programs of the two current 
courses (in Colorado and Washington) as 
well as by developing new programs at uni- 
versities in other states. The Council has 
also recommended that an advanced Sum- 
mer Work-Study course in mental health 
research training for graduate students be 
developed. 

The Council has also voted to develop a 
committee for professional education in 
community mental health work. This com- 
mittee would sponsor training programs for 
community workers in the promotion of 
mental health and the handling of problems 
of human behavior and emotional disturb- 
ance in home, school and business environ- 
ments. 


The Association of American Medical Col- 
leges has begun seeking applicants for an 
unusual foreign fellowship program which 
gives future American doctors an opportun- 
ity to study medicine in remote areas of the 
world. 

The program, begun last year as the 
Smith Kline & French Foreign Fellowships, 
enables selected medical students who have 
finished either their third or fourth year of 
training, to benefit from unusual clinical 
experiences and to practice preventive med- 
icine at outpost facilities in greatly differing 
societies and cultures. Fellowships are 
available to men and women who have 
completed their junior year of medical 
school; eligibility will continue through the 
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senior year. Those who have started in- 
ternships will not be eligible. It is expected 
that about 30 fellows will be named in 1961. 


APPOINTMENTS 


The Veterans Administration has an- 
nounced the appointment of Dr. Samuel C. 
Kaim as chief of psychiatric research. Dr. 
Kaim was formerly chief of inpatient psy- 
chiatry and neurology at the Coral Gables, 
Fla., VA Hospital. He was also clinical 
assistant professor of neurology at the Uni- 
versity of Miami. 

In his new post he will co-ordinate the 
VA’s large-scale co-operative research on 
newer drugs in the treatment of mental ill- 
ness, as well as many individual studies by 
VA personnel in the psychiatric field. 


Dr. Howard Norvin Cooper has been ap- 
pointed deputy medical director of the 
New York City Community Mental Health 
Board. Dr. Cooper was chief of mental 
Health, Alameda County, Calif., from July, 
1959, until October, 1960, when he re- 
signed to accept the New York City post. 
From 1953 to 1959 he was in private prac- 
tice of psychiatry in New York City. 


Dr. Karl Andermann, an Australian psy- 
chiatrist, and Dr. Ira Belmont, a New York 
psychologist, have been appointed research 
associates in the Department of Experi- 
mental Psychiatry at Hillside Hospital in 
Glen Oaks, N. Y. Most recently Dr. Ander- 
mann has been working in neurosurgery 
and electroshock therapy at the Mont Park 
(Victoria) Mental Hospital in Australia. 
Dr. Belmont, a professor of psychology 
at the New York Medical College, has been 
a consultant and research associate at the 
Metropolitan and Bird S. Coler Memorial 








Hospitals in New York City and has re- 
cently completed significant studies of 
brain-damaged patients. At Hillside Hos- 
pital Dr, Andermann will conduct research 
in the field of neurophysiology, while Dr. 
Belmont will continue his studies in experi- 
mental psychology. 


CARE AND TREATMENT 


The Veterans Administration reports that 
giving aging residents of domiciles an of- 
ficial voice in management of the institu- 
tions is good both administratively and 
medically. Establishment of members’ con- 
gresses and councils at VA domiciliary 
homes has resulted in better communica- 
tion between the residents and the admin- 
istrators, therapeutic benefit for the resi- 
dents and the adoption of valuable sugges- 
tions, the VA reports. 


More than a 100 per cent increase in the 
number of veterans with severe mental ill- 
ness recovering and leaving VA hospitals 
on trial visit in less than a 10-year period 
has been reported by the VA. 

The agency reports that the number of 
mental patients its hospitals have placed on 
trial visit to their home communities and 
to foster homes has increased steadily since 
1953. 

The average daily load -of psychiatric 
patients in VA hospitals has ranged be- 
tween 56,000 and 57,000 since 1956, follow- 
ing an increase between 1953 and 1955. 
Currently, the figure is 56,607. 


A “Patient Good Grooming Program” has 
been established in state and selected 
county mental hospitals in New Jersey. A 
$75,000 gift of cosmetics from the Pharma- 
ceutical Laboratories Division of Schief- 
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felin and Co., New York City, enabled the 
New Jersey Association for Mental Health 
to launch this new program. 

The idea for such an activity arose from 
a survey of unmet needs of New Jersey’s 
mental patients. The cosmetics are being 
distributed free upon request to each hos- 
pital in the state and given upon a physi- 
cian’s direction to the female patients. 


REHABILITATION 


Philadelphia State Hospital has been desig- 
nated by the American Psychiatric Associa- 
tion as the National Training Center for 
Remotivation, an unusual group discussion 
technique which is aiding in the rehabilita- 
tion of mental patients. 

Dr. Robert S. Garber, chairman of the 
A.P.A.’s Committee on Remotivation, has 
stated that the technique is basically a 
group discussion program in which psychi- 
atric aides work with a small number of 
mental patients to help stimulate—through 
planned conversation sessions—a desire to 
return to reality. Although not classed as 
therapy, the discussion technique has been 
credited as a significant factor in the re- 
moval of communication barriers which 
work against the curative efforts of psychi- 
atrists. 

The remotivation program, which is sup- 
ported by funds from the Smith Kline & 
French Foundation, has been introduced 
to some 600 nurses and aides in 35 hospitals 
by the Philadelphia training teams. These 
nurses and aides, in turn, have carried the 
program to approximately 2,200 other psy- 
chiatric personnel in about 100 additional 
hospitals. Also, regional training centers 
have been established at the Central State 
Hospital in Norman, Okla.; Western State 
Hospital in Staunton, Va.; and the Essex 
County Overbrook Hospital in Cedar 
Grove, N. J. 
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Dr. James W. Boudwin, consultant in psy- 
chiatry, Research Institute, Western State 
Hospital, Fort Steilacoom, Wash., reported 
on the development of a Tacoma ex-patient 
club at the last annual meeting of the 
North Pacific Society of Neurology and 
Psychiatry. 

Dr. Boudwin was responsible for the es- 
tablishment of this organization for former 
mental patients. It was organized in June, 
1958, and is sponsored by the Tacoma- 
Pierce County Association for Mental 
Health. Dr. Boudwin’s report indicates 
that the club has provided an effective 
“stepping stone to the resumption of nor- 
mal community life.” 

The psychiatrist is club adviser and at- 
tends most of the regular meetings, but the 
ex-patients themselves run the organization 
and plan their own programs. Some of the 
meetings have developed into informal 
group therapy sessions. Other meetings 
include short tours to a museum, the public 
library or to city churches. The group has 
attended concerts, plays and public lectures. 
Members have participated freely in discus- 
sions with outside speakers who have talked 
to the club on such subjects as photography, 
the American Legion, travel and state vo- 
cational rehabilitation services. 

The club meets every other week at the 
local YWCA with occasional “extra” ses- 
sions for picnics or dances. 

Dr. Boudwin’s report emphasizes the 
value of these ex-patient organizations in 
encouraging former mental patients to 
make independent decisions, assume re- 
sponsibilities and become better integrated 
into the community. A newsletter entitled 
“Search” is available to persons interested 
in these organizations. Its address is Frank- 
lin Street Mr 98, Binghamton, N. Y. 


The Veterans Administration has an- 
nounced that it is encouraging the estab- 
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lishment of halfway houses for recovering 
mental patients in communities where its 
hospitals are located. The number of the 
houses that will be set up will depend pri- 
marily on the reception the idea receives 
from voluntary and civic groups in the local 
communities, for the program will require 
their co-operation to succeed, according to 
the VA. 

Dr. J. F. Casey, VA director of psychiatry 
and neurology, has cited the success of the 
two halfway houses for VA patients at 
Gulfport, Miss., of The Portals (a commu- 
nity-sponsored halfway house in Los Ange- 
les which has accepted VA patients) and 
similar establishments throughout the U. S., 
Great Britain and Europe. 

The Gulfport houses, begun by the staff 
of the VA hospital there in 1958, have de- 
veloped with the aid of outstanding co-op- 
eration from the people of that area and 
thus have been able to operate at reason- 
able cost to the veteran. 


MEETINGS, CONFERENCES, 
SYMPOSIA 


Mrs. A. Felix duPont, Jr., and Stuart E. 
Judd were re-elected president and board 
chairman, respectively, of the National As- 
sociation for Mental Health at the associa- 
tion’s tenth annual meeting in Denver, No- 
vember 17 to 19. Other re-elected officers 
are Harvey J. Tompkins, M.D., first vice 
president; Judge David Brofman, second 
vice president, and Clarkson Hill and Ed- 
win R. Mohrmann, vice presidents of Re- 
gions one and two. Brandon Barringer 
was re-elected secretary; Ruth K. Sensbach, 
assistant secretary; Herbert J. Osborne, 
treasurer; James S. Adams, first vice chair- 
man, and Bernard G. Goldstein, second 
vice chairman, of the association’s board 
of directors. 

New directors are Lawrence Blum, Ph.D., 
Milwaukee; Mrs. Donald C. Bromfield, Den- 





ver; Charles W. Duffy, Cleveland; Mrs. Wil- 
liam S$. Hammersley, Wallingford, Conn.; 
Edward J. McClain, Beaver Falls, Pa.; 
W. P. McMullan, Jr., Jackson, Miss.; Ar- 
nold H. Maremont, Chicago; E. B. Mor- 
rison, Ph.D., Sioux Falls, $§. D.; Mrs. Ryan 
Pierson, Clovis, N. Mex.; David Skeer, 
Kansas City, Mo.; John M. Stahl, Los An- 
geles; and Mrs. J. Skelly Wright, New Or- 
leans. 

Vincent Askey, M.D., president of the 
American Medical Association, was princi- 
pal speaker at the NAMH annual banquet. 
Other main addresses were given by Doctors 
Francis J. Braceland, C, H. Hardin Branch, 
A. E. Bennett, William Malamud, John D. 
Benjamin, Eugene Roberts, George W. Jack- 
son, Eli A. Rubinstein, James B. Austin 
and Robertson M. Fort and Charles W. V. 
Meares. 

The four program sessions were devoted 
to discussions of psychiatric services in gen- 
eral hospitals, research, information and 
referral services and mental health careers 
programs. 

* * * 
Yale University’s Summer School of Alco- 
hol Studies will hold its nineteenth annual 
session June 25 to July 20, 1961. This in- 
terdisciplinary study of problems of alcoho! 
and alcoholism in society will include lec- 
tures by specialists drawn from the social 
sciences, medicine and psychiatry, religion, 
education and public health. 

There will be workshops for physicians, 
caseworkers, psychologists, clergy, nurses, 
educators, probation, parole and correc- 
tional officers, personnel directors and su- 
pervisors in industry and community lead- 
ers. There will also be seminars for public 
health personnel in the epidemiology of al- 
coholism, tuberculosis and community men- 
tal health services. Enrollment is limited 
to 300 students. 

A prospectus describing the course and 


Notes and Comments 


giving information concerning admission 
and academic credit may be obtained from: 
Registrar, Yale Summer School of Alcohol 
Studies, 52 Hillhouse Avenue, Yale Station, 
New Haven, Conn. 


The White House Conference on Aging 
will be held January 9 to 12 in Washington, 
D. C., with some 3,000 delegates represent- 
ing 53 states and territories and about 300 
national voluntary organizations. The Con- 
ference will spell out virtually all the needs 
and problems of America’s older citizens, 
especially in the fields of health, employ- 
ment, income, housing and free-time activi- 
ties. It will also recommend actions that 
should be taken to meet those needs by 
communities, states, the Federal Govern- 
ment, private organizations and older 
people themselves. 

Mounting public interest in the White 
House Conference and in the field of aging 
is reflected by the increased activity in the 
states and local communities during the 
past year. Hundreds of community forums 
on aging have been held in virtually all 
states. Hundreds of state, regional and 
local surveys have been made. In addition 
every state has now established a committee 
or commission on aging, and 20 of these 
are permanent bodies. 


A three-day symposium on “Control of the 
Mind” will be held January 28 to 30 at the 
University of California Medical Center 
in San Francisco. Presented by the Center 
and University Extension, through the fi- 
nancial assistance of the Schering Founda- 
tion, the program will feature a broad in- 
terdisciplinary approach. 

Composer Aaron Copland will discuss 
“Historical Perspectives of the Psychologi- 
cal Response to Music.” Arthur Koestler, 
author of Darkness at Noon, The Age of 
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Longing and Reflections on Hanging, will 
talk on “Totalitarianism Control of the 
Mind.” Harold D. Lasswell, author of 
Power and Personality and professor of law 
and political science at Yale University, 
will speak on “Communication and the 
Mind.” McGeorge Bundy, dean of the fa- 
culty of arts and sciences at Harvard Uni- 
versity, will discuss “Political Education 
and the mind.” 

Other speakers will include Hans J. 
Eysenck, professor of psychology at the 
University of London; Moses Finley, lec- 
turer in classics at the University of Cam- 
bridge; Clark Kerr, president of the Uni- 
versity of California; Jacques Maritain, 
professor of theology, emeritus, Princeton 
University; Donald O. Hebb, chairman of 
the Department of Psychology at McGill 
University; Holgar Hyden, professor, His- 
tology Department, faculty of medicine, 
University of Gothenburg, Sweden; Wilder 
G. Penfield, chairman of the Department 
of Neurology and Neurosurgery at McGill; 
Leo C. Rosten, author and special con- 
sultant to Look magazine; Sir Charles P. 
Snow, novelist and visiting professor of 
English at the University of California, and 
Glen Seaborg, chancellor of the University 
of California at Berkeley. 

Further information and applications for 
enrollment may be obtained from the De- 
partment of Continuing Education in Med- 
icine, University of California Medical 
Center, San Francisco 22, Calif. 


Free personal guidance in mental hygiene 
is being featured in a series of three semi- 
nars conducted by the North Shore Hos- 
pital in Winnetka, Ill. The first session 
was held in October; the next two will be 
held the second Wednesdays in January and 
May at 8 P.M. at the Hospital. 

The Hospital is initiating these informal 
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seminars for the general public at popular 
request. The sessions are featuring talks 
by the nation’s leading authorities in child 
care, industrial psychology and psychiatry 
and family development. 


A symposium on Alienation and the Search 
for Identity was held in November by the 
Association for the Advancement of Psy- 
choanalysis in commemoration of the sev- 
enty-fifth anniversary of the birth of Karen 
Horney. The two-day session was held at 
the Carnegie Endowment International 
Center in New York City. The topics un- 
der discussion ranged from problems in 
therapy to literary and artistic manifesta- 
tions of alienation and the search for 
identity. 
* * * 

A series of conferences on the improvement 
of nursing practice will be held this year 
under the sponsorship of the American 
Nurses’ Association. The conference will 
be held in New York City, February 14 to 
17; in Portland, Ore., February 28 to 
March 3; in Denver, March 5 to 8 and in 
St. Louis, March 15 to 18. 

The sessions will cover all areas of nurs- 
ing practice and will be geared to accom- 
modate 1,000 nurses—both members and 
nonmembers of ANA—in each city. 

Addresses and group discussions will 
focus on the improvement of nursing prac- 
tice through the furtherance of patient-cen- 
tered care, increased recognition and ac- 
ceptance of the profession’s responsibility 
to set standards for nursing practice and 
the sharing of ideas for use in local confer- 
ences and institutes. 


The tenth anniversay convocation of the 
National Association for Retarded Chil- 
dren was held in October in Minneapolis. 
Speakers included Arthur S, Flemming, sec- 





retary of Health, Education and Welfare 
and the Association’s president and execu- 
tive director, Dr. Elizabeth Boggs and Dr. 
Gunnar Dybwad. 


January 1 is the dealine date for the sub- 
mission of papers for the Sixth Interna- 
tional Congress on Mental Health to be 
held at the Sorbonne in Paris, August 30 
to September 5, 1961. Papers should be 
addressed to the Secretariat of the Congress, 
11 Rue Tronchet, Paris 8, and should be 
accompanied by an abstract of not more 
than 200 words in one of the official lan- 
guages of the Congress (English, French or 
Spanish). If his paper is accepted the 
speaker will be notified of the length of 
time available and other conditions. 

The main themes of the Congress will be 
those of World Mental Health Year, 1960: 
the needs of children and youth; national 
surveys in the field of mental health and 
ill health; teaching of the principles of 
mental health; mental health and the soci- 
ological aspects of industrial changes; men- 
tal health and migrations; mental health 
and old age. 

There will be keynote addresses by dis- 
tinguished speakers on present day prob- 
lems; fields of activity and priorities for 
future work; general reports on the six 
Congress themes; addresses on the Congress 
themes and other topics; mental health 
films; visits to centers for treatment and 
aftercare and receptions and excursions for 
members of the Congress and those accom- 
panying them. The entire Congress is 
under the sponsorship of the World Federa- 
tion for Mental Health and will constitute 
the annual meeting of the WFMH. 


The 10th International Conference of 
Social Work will be held in Rome, Italy, 
January 8-14. 
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PUBLICATIONS 


The New York City Community Mental 
Health Board has initiated a new series of 
publications, NYCCMH Reports, designed 
specifically as a medium for pertinent in- 
formation for all agencies and individuals 
engaged in planning and developing men- 
tal health services in New York City. The 
first of the series was released in late Oc- 
tober. Subsequent issues will be released 
intermittently as appropriate information 
becomes available. 

Certain issues will be devoted to sta- 
tistical data; others to budgetary and fiscal 
matters. Legislation will also be covered, 
and the findings of special studies will be 
reported. 


The “Forum Recommendations of the 
Golden Anniversary White House Confer- 
ence on Children and Youth” have been 
published, and the publication may be ob- 
tained from the Superintendent of Docu- 
ments, U, S. Government Printing Office, 
Washington 25, D. C. Price is $.35 per 
copy. “Recommendations,” a composite 
report of forum findings, is presented ver- 
batim. While many recommendations 
bear on mental health, all are so overt as 
to warrant the attention of all interested in 
the field. The recommendations cover such 
areas as physical environment (urban, sub- 
urban and rural planning, housing, health 
and safety); social environment (social tech- 
nological change, community organization 
«and co-ordination, social institutions such 
as citizenship, the family, education, em- 
ployment, military service, leisure, mass 
media, welfare services, physical health and 
medical services, mental health, law and 
law enforcement); personnel; religion; val- 
ues and ideals; human rights; children and 
youth as individuals (the gifted, the slow 
learner, the school dropout, the delinquent, 
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the handicapped, in general, the emotion- 
ally handicapped, the dependent and neg- 
lected, adolescent unmarried parents and 
illegitimate children, the adopted, the mi- 
grant, the minority). 


PUBLIC INFORMATION 


The University of Michigan Broadcasting 
Service has initiated a series entitled “Hu- 
man Behavior—Social and Medical Re- 
search” which has been released nationally 
to about 50 stations by the National As- 
sociation of Educational Broadcasters. 

The 56-program series is being produced 
through a grant-in-aid from the NAEB and 
the National Educational Television and 
Radio Centers. One program included a 
panel of mental health researchers and 
clergymen who discussed how religion and 
science are joining hands to find answers 
to the question “How can we better under- 
stand man?” 

Another program in the new series con- 
cerned the use of “nerve gases” and other 
toxic drugs which could immobilize large 
city populations. Still another program 
concerned the relationship between nervous 
anxiety and high blood pressure. 


The Westinghouse Broadcasting Company 
has received an award from the National 
Association for Mental Health for “its de- 
voted service over the years to the cause of 
mental health.” The citation declares 
that “through their year-round coverage, 
the radio and television stations of the 
Westinghouse Broadcasting Company have 
made an invaluable contribution to public 
enlightenment and overall progress in the 
fight against mental illness.” 


MISCELLANEOUS 


New York State has been divided into 10 
mental health regions and an advisory com- 
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mittee on mental health established in each 
region. The establishment of the commit- 
tees, recommended by Governor Nelson 
Rockefeller in a special message to the state 
Legislature, will bring about a better inte- 
gration of mental health services of commu- 
nities and state institutions according to 
Dr. Paul’ H. Hoch, commissioner of mental 
hygiene. 

Each county in the state is assigned to a 
mental health region, but membership on 
the advisory committees is limited to those 
counties in which community mental health 
boards have been established. ‘The com- 
mittees will be composed of the chairmen 
and professional directors of services of com- 
munity mental health boards and the di- 
rectors of state institutions serving the 
same geographical areas. The committees 
will consider any matter relating to the 
mental health needs and services of the 
region the committee represents and- make 
recommendations to the commissioner of 
mental hygiene, the directors of state insti- 
tutions and to community mental health 
boards located in or serving their areas. 


The National Council on the Aging, a non- 
profit national organization to serve the 
needs of older persons, was formally 
launched January 1. The Council grows 
out of the National Committee on the Ag- 
ing which has been a standing committee 
of the National Social Welfare Assembly 
since 1950. 

The Committee, which will become the 
Council, has received two appropriations 
from the Ford Foundation—the first for 
$500,000 in 1956 and the second for $750,- 
000 in 1959. 


The Moreno Institute, formerly at 101 Park 
Avenue, New York City, has announced 
that it has moved to new headquarters at 





236 W. 78th St. in New York. The Insti- 
tute is now conducting a series of psycho- 
drama sessions. Lecture demonstrations are 
held Friday evenings at the new head- 
quarters. On Saturday evenings there are 
matrimonial clinics for premarital and 
marital partners. In these sessions marriage 
problems are treated by psychodramatic 
methods. In addition, a greatly enlarged 
daily program of activities is being offered: 
a psychological clinic, group and individual 
consultations and treatment, psychodrama 
and role playing, group psychotherapy and 
group dynamics, industrial training, family 
therapy and courses in psychodrama, group 
psychotherapy and sociometry. The Insti- 
tute also plans to establish its own reading 
room and bookstore. 


CORRECTION 


The phrase “emotional lability” should be 
substituted for the incorrect phrase “emo- 
tional liability” in Florence Bush Preston’s 
article “Combined Individual, Joint and 
Group Therapy in the Treatment of Alco- 
holism” which appeared in the October, 
1960, issue of Mental Hygiene. The phrase 
appears twice in Mrs. Preston’s paper: on 
page 524 and again on page 527. 


ARTICLES SCHEDULED FOR 
PUBLICATION IN COMING ISSUES 
OF MENTAL HYGIENE 


“The Volunteer in Psychiatric Rehabilita- 
tion” by Winfred Overholser. 

“Hospital-Patient Relationships in Medi- 
cine and Psychiatry” by Thomas §S. Szasz. 

“A Survey of Vocational Rehabilitation at 
Longview State Hospital for 1959” by 
Harvey E. Wolfe. 

“The Reintegration of the Chronic Schizo- 
phrenic Patient Discharged to His Family 


Notes and Comments 


and Community as Perceived by the Fam- 
ily” by Eva Deykin. 

“Mental Health and Occupation in the 
Rorschach Analysis of an Egyptologist” 
by Dell Lebo. 

“The Psychology of Democratic Freedom” 
by Joost A. M. Meerloo. 

“The Effects of an Activity Program on 
Chronic Psychotic Patients” by Margaret 
E. Hitt. 

“Personality Disorganization Camouflaged 
by Physical Handicap” by Lester A. Gelb. 

“The Telephone Interview: A Method for 
Conducting a Follow-up Study” by Cath- 
erine T. Bennett. 

“An Echo in Education” by Norma Parent. 

“On the Unity of Religion and Psychiatry” 
by Joseph H. Golner. 

“Pattern of Discharge and Readmission in 
Psychiatric Hospitals in Norway, 1926- 
1955” by Ornulv Mdegaard. 

“Permissiveness and Morality” by Jules 
Henry. 

“What Mental Health Associations Can Do 
for Families of the Mentally Ill” by 
Martha Edens, Bert Kruger Smith, M. L. 
Ramsey and C. C. Collins. 

“The Personal Problems of College Stu- 
dents” by Ralph M. Rust and James S. 
Davie. 

“Situational Factors Contributing to Men- 
tal Illness in the United States: A Theo- 
retical Summary” by John Arsenian. 

“Children in Crisis” by Warren T. 
Vaughan, Jr. 

“Casework in Lower Class Districts” by 
Berta Fantl. 

“Group Counseling with Expectant Moth- 
ers” by Nathan Hurvitz and Richard P. 
Berko. 

“A Study of the Criteria for Admission to 
a Psychiatric Ward” by Thomas L. 
D’Zmura. 

“Psychiatric Case Finding in College by 
Nurse Interview” by Bryant M. Wedge. 
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“Attitudes Toward Mental Illness, Anomia, 
and Authoritarianism Among State Hos- 
pital Nursing Students and Attendants” 
by James H. Williams. 

“A Brief History of the Narcotics Control 
Controversy” by Jack Zusman. 

“Interpersonal Factors in Technical Assist- 
ance” by Sven Lundstedt. 

“A Motivation-Hygiene Concept of Mental 
Health” by Frederick Herzberg. 

“Recreation and Mental Health” by Wil- 
liam E. Morris. 

“A Healthy Group Life-Social Group 
Work’s Contribution to Mental Health” 
by Gisela Konopka. 

“The Secret of Medical Practice” by Leo 
H. Bartemeier. 

“The New Generation of Ex-Patients” by 
Gertrude L. Nilsson. 

“Escape from a Mental Hospital” by Robert 
Dewar. 

“An Exploratory Study of Culture Change 
and Mental Health Among Certain Fili- 
pino College Students” by Jerome G. 
Manis. 

“An Investigation of Problem Areas Relat- 
ing to the Therapeutic Community Con- 
cept” by LaVerne F. Irvine. 

“Patterns of Membership in a Self-Help 
Organization in Mental Health” by 
Henry Wechsler. 

“Some Considerations of Acting Out Be- 
havior in Nursing Situations” by Ruby 
Palmer. 

“The School Administrator’s 
Health” by Herbert A. Otto. 

“Some Reflections on Learning and Per- 
sonality” by Louise L. Tyler. 

“The Posthospital Psychological Function- 
ing of Former Mental Hospital Patients” 
by Mark Lefton. 


Mental 


“Social Problems of Mentally Retarded 
Children” by Mildred W. Barksdale. 
“Changes in Attitudes toward Mental IIl- 

ness” by John Altrocchi. 

“The Multilateral Mutual Causal Relation- 
ships between the Modes of Communica- 
tion, Sociometric Pattern and the Intel- 
lectual Orientation in the Danish Cul- 
ture” by Magoroh Maruyama. 

“Mental Health Programs in the Decade 
Ahead” by Mathew Ross. 

“The Effect of Family Moves on Children” 
by Robert E. Switzer. 

“A Layman Leads a Great Books Group in 
a Mental Hospital” by J. Martin Myers. 

“One Step at a Time” by a former mental 
patient. 

“Social Therapy Through Hospital Ward 
Discussions” by Lillian M. Snyder. 

“How to Act toward Emotionally Disturbed 
Neighbors, Friends and Relatives” by 
Mathew Ross. 

“Open Ward Management of Disturbed 
Mental Patients of Both Sexes” by Magno 
J. Ortega. 

“Attitudes of Nursing Students toward Psy- 
chiatric Treatment and Hospitals” by 
Laura C. Toomey, Marvin Reznikoff, 
John Paul Brady and Dwight W. Schu- 
mann. 

“Fundamental Facts Relating to the Coun- 
seling and Higher Education of Epilep- 
tic Persons” by F. Leslie Kammerdiener, 
Jr. 

“The Role of Education in a Residential 
Treatment Center for Children” by Povl 
W. Roussieng. 

“Young Indians: Some Problems and Is- 
sues of Mental Hygiene” by Elizabeth E. 
Hoyt. 





NATIONAL ASSOCIATION FOR 


MENTAL HEALTH, Inc. 


Voluntary Promotional Agency of the Mental Hygiene Movement founded by Clifford W. Beers 


OBJECTIVES: The National Association for Mental Health is a co-ordinated citizens’ organization 
working toward the improved care and treatment of the mentally ill and handicapped; 
for improved methods and services in research, prevention, detection, diagnosis and 
treatment of mental illnesses and handicaps; and for the promotion of mental health. 
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